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There is a great revival of world-wide in- 
terest in the choice of anaesthesia now a days, 
and there is an apparent widespread tendency 
on the part of surgeons and anaesthetists to 
enlarge their choice of anaesthetic procedures 
so as to limit dependence on the older methods 
of general anaesthesias such as choloform, ether 
or A.C.E. mixture inhalations. Hence we find 
in the field of anaesthesia such recent introduc- 
tions as splanchnic anaesthesia, the use of basal 
anaesthetics, avertin by the rectum and the 
barbiturates—sodium amytal, pernocton, nem- 
butal—by intravenous injection, the extended 
use of local and regional anaesthesias and nerve 
blocking and spinal anaesthesia by various 
drugs as novocaine, spinocain, zeocain, heo- 
cain, stovain, durocain, and lastly a new drug 
of quinoline series—percain, which is not a 
narcotic drug. 


At first I will deal with spinal anaesthesia 
as practised by us at Balrampur Hospital, 
Lucknow. 


Spinal anaesthesia was introduced to the 
notice of surgeons some 30 years ago and since 
then many surgeons tried it, perhaps used 
indiscriminately and without due appreciation 
of its dangers and limitations, with the result 
that accidents were frequent and the method 
never achieved popularity. Its advantages in 
certain cases and under certain circumstances, 
however are so obvious that I think that after 


the fair trial that it is receiving now and as it 
is more scientifically tested now than before, a 
time will come when this method will hold 
supreme in all surgical interferences on the 
lower half of the body, the upper limit being 
the 9th costal cartilage. 


In spinal anaesthesia the problem is to 
introduce the analgesic agent into the subara- 
chnoid space so as to block the cauda for the 
lumbar, sacral or coccygeal plexus, or the 
thoracic nerve roots to a varying degree depen- 
ding on the nature of the operation, the upper 
limit being about the 4th dorsal root. 


Our aim should be to sufficiently soak the 
anterior and posterior nerve roots so as to get 
adequate muscular relaxation and analgesia for 
a sufficient period of time to permit of the ope- 
ration being finished. 


The advantages are : 


1. It is available in cases when inhalation 
anaesthetic is contraindicated. 


2. High degree of operation facility. In 
abdominal operations it is by far the best 
method for getting perfect relax of the abdomi- 
nal muscles. 
anus, this produces the best relaxation of anal 
sphincter. 


In operations round about the 


3. Absence of post operative discomforts, 
vomiting, nausea and respiratory complica- 
tions. 
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The chief disadvantage of the method is 
that with certain type of patient conciousness 
during the operation is undesirable and may be 
associated with such a degree of psychic upset 
as to be actually dangerous. 


The dangers are: 

1. Vaso-motor paralysis and hence fall of 
blood pressure. 

2. Interference with respiration, even respi- 
ratory failure due to affection of phrenic nerve. 

3. Cardiac failure due to over-stimulation of 
a diseased myocardium. 


4. ‘Toxaemia from absorption of the agent 
into the circulation. 


The effect of any drug introduced into the 
subarachnoid space depends on: 


1. Power of the drug to affect nerve tissue. 


?, Strength or concentration of the solution 


of the drug. 


3. On the extent i.e. height reached by the 
drug and the site at which it operates. 
The extent or the height of the drug depends 
on: 
(a) Amount of solution injected relative to 
the length of the spinal column. 


(b) Site of injection. 
(c) Position of the patient. 


(d) Sp. gr. of the solution as compared with 
that of the cerebrospinal fluid. 


If for instance a solution of a drug is injected 
into the subarachnoid space and the patient is 
placed in Trendelenburg’s position, it will tend 
to travel towards the sacrum if the sp. gr. is less 
than that of the C.S.F., but if it is greater it will 
tend to travel towards the head and may even 
reach medulla. Hence the knowledge of the 
sp. gr. of the cerebro-spinal fluid and the sp. gr. 
of the drug injected should be known before 
introducing it into the spinal canal. Again 
the drug in mixing with the spinal fluid gets 
diluted and the concentration of the drug falls 
proportionately, further it travels away from 
the point of introduction. 


One method in sending drug in spinal 
column is by diffusion, which is obtained by 
various ways. It may be obtained by control- 
ling the volume of the fluid injected either at 
one step or by repeated injection and aspirations 
or the force of injection is varied or some spinal 
fluid is first discarded. The result is that you 
get a concentration of. the drug which dimini- 
shes steadily from the point of introduction to 
its farthest extent. So the final effect of these 
methods on concentration of the drug actually 
absorbed by the tissues is the gradual diminu- 
tion in the part near the point of puncture with 
amore rapid diminution towards the top. In 
this method the disadvantage lies in the fact 
that in upper abdominal operations the nerves 
supplying the operation field are not saturated 
and hence defective anaesthesia results. 


Another method is Dr. PIrKIn’s method of 
gravitational diffusion. He uses a solution of 
novocaine which is lighter than spinal fluid 
and with appropriate positioning of the patient 
the drug is run up the spinal canal instead of 
diffusion. But here again there is the danger of 
diminution of concentration of the drug from 
below upwards and which may tend to interfere 
the relaxation of higher abdominal muscles and 
analgesia. 


If the solution is heavy the posterior roots 
would tend to be effected more than anterior so 
that while analgesia might be satisfactory, 
relaxation will be incomplete, and vice versa. 


In our hospital we are using extensively 
“Percaine” as our anesthetic agent. Percaine, 
as we know, is a derivative of quinoline 
and is hydrochloride of diethyl ethylene 
diamide of alpha-butyl oxycinchonic acid 
and it forms colourless and odourless crystals 
which are readily soluble in water and are 
neutral in reaction. It is slightly bitter to 
taste. If any alkali is brought into its contact 
it is thrown out of solution and it should be 
stored in alkali free glass containers. Its solution 
can be repeatedly sterilised by boiling without 
losing any of its properties. It has been shown 
that anaesthesia produced with 1 in 1000 solu- 
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tion of percaine lasts one hundred and thirty 
minutes but only fifty-five minutes with a 
solution of cocaine with the same concentration. 
It is ten times stronger than cocaine and 
twenty times stronger than novocaine and as 
it is used in much diluter solution, it does not 
give rise to toxic symptoms and the duration of 
anaesthesia is much longer. It is non-irritant 
to the tissues. The quality of prolonged 
anaesthesia is of great value as the patient has 
the post operative freedom from pain for 6 to 12 
hours before the effects have worn off. 


Before proceeding to practice spinal anaes- 
thesia the following points should be carefully 
remembered : 


1. There is no measurable movement of the 
fluid within the subarachnoid space of the cord. 


2. The quantity of cerebro-spinal fluid is 
variously estimated at from 60-120 c. c. 


3. According to PANNE?T®r the volume of 
C.S. F. from the 6th cervical downwards is 
about 30 c. c. 


4. Rate of absorption of injected fluid and 
chemical substances is rapid. 


5. Sp. gr. of C.S. F. which has been estima- 
ted by various workers varies from 1.005 
to 1.008. 


6. The pressure of C.S. F. is about 10 to 
11 m. m. of Hg. 


For operation in upper abdomen it is 
necessary to reach a point beyond the 5th 
dorsal nerves. This gives complete block of 
splanchnic connections and also it is necessary 
that anterior and posterior nerve roots should 
be well saturated to ensure both muscular 
relaxation and analgesia. 


A solution of 1 in 1500 of percaine in 0.5% of 
saline, which is exclusively used in our spinal 
anaesthesia cases, has a sp. er. of 1.003 and 
which can be safely assumed to be lower than 
the sp. gr. of C.S. F. We, therefore, can tell the 
gravitational diffusion. of the solution after 
injection and by this can control its direction of 
flow so as to concentrate it at the desired point. 
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Now if the solution is injected in adequate 
quantity and the patient is immediately placed 
inthe prone position with the table slightly 
tilted in Trendelenburg’s position, we are sure 
that initial concentration will be on posterior 
roots towards which the solution will tend to 
gravitate and that diffusion upwards will not 
take place and the solution will not tend to 
wander beyond the upper limit reached by the 
column of fluid injected and the soaking of 
posterior roots will ensure adequate analgesia. 
After 5 minutes in the prone position, the 
patient is turned on the back with the table 
still slightly tilted. This brings concentration 
to bear on the anterior roots and so you get 
adequate relaxation of muscles. If the prone 
position is not assumed initially the possibility 
of good relaxation with imperfect analgesia is 
self-evident. 

The amount of fluid to be injected depends 
on: 

1. The height up to which the anaesthesia 
is to be ensured and according to Dr. HOWARD 
JONES: 

(a) Toreach D2 to D5—15 to 18 c. ¢. 

(b) To reach D7 to D8—12 c. c. 

(c) Toreach D 10—10c.c¢. 

(d) For caudal block—6 c. c. 


2. On the length of spinal column. It is 


measured from 7th cervical spine to inter-iliac 
line and is between 16” to 22”. Shorter the 


spine lesser is the quantity required for maxi- 


mum effect. 


To avoid the danger of the drug reaching 
high enough to attack phrenic nerve to cause 
respiratory failure the following control is 
suggested : 

(a) Measurement of the length of spinal 
column and from that getting a rough idea of 
the amount of fluid necessary. 

(b) Using solutions of the drug having sp. 
gr. less than that of C.S. F. 

(c) To determine gravitational diffusion in 
the desired direction by suitable posture. 
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We began to use percaine from March 1931 
and have now experience of it in about 100 
cases. This number is much too small to justify 
more than tentative conclusions but it may 
serve some useful purpose to put our conclu- 
sions before the medical opinion of the country 
for further investigations. 


OvurR EQUIPMENT IS: 
1. One 20c.c. syringe. 


2. One 2c¢.c. syringe for novocain injection 
to produce local anaesthesia at the point of 
puncture. 

3. One 2 cc. syringe for ephedrine 
injection. 

4. Fine stainless steel needles with stillets, 
length of barrel 5 to 9 c. m. 


5. Percaine solution of the strength 1 in 
1500 in 0.5% of saline having asp. gr. of 1.003. 
This is supplied in ampoules of 20 c.c. ready 
for use. ‘The sp. gr. of this solution is definitely 
lower than that of C. S. F. and is popularly 
known as Hypo-baric solution of Dr. JONES. 

Professor SEBRECHTS of BURGES advocates 
the use of Key’s solution which is Hyper-baric 
i.e. whose sp. gr. is more than that of C.S. F. 
for low anaesthesia but we have always used 
Hypo-baric solution of Dr. JONES and it has 
given us entire satisfaction. 


6. Ephedrine sulphate tablets 4 gr. each. 


7. Achloroform mask sometimes necessary 
for oversensitive patients, in which just a drop 
or two of chloroform is dropped to give them a 
sense of general anaesthesia so as to distract 
their mind from constant watching of the 
surgeon’s movements and getting mental im- 
pressions of pain. 

8. A-screen justin front of the face of the 
patient. 

Site of injection : 

For caudal block the injection is made 
between 4th and 5th lumbar vertebra. 

For lumbar plexus and for blocking the 
dorsal nerve roots in doing upper abdominal 
operations the space between the Ist and 2nd 
vertebra is utilised. 


JOURNAL 
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Procedure followed in injecting is as follows: 

The blood pressure of the case is first taken 
by mercury sphygmomanometer and recorded. 
Next the patient is put on lateral position and 
his head is bent on the chest and the legs are 
folded at the knee and the knee on the abdomen 
so as to get the spine fully curved and interver- 
tebral space fully stretched. In some case where 
the pressure of C. S. F. was very low we had to 
make the patient sit with his legs resting on a 
stool and his head bent and then introduce the 
needle but when the puncture was successful 
and the C.S. F. presented itself at the outside, 
we always made the patient lie down in lateral 
position as gently as possible keeping up his 
bent position and then inject the solution. We 
always anaesthetise the skin before introducing 
the lumbar puncture needle by injecting novo- 
cain 1% solution with a 2 c.c. syringe both 
intracutically and subcutaneonsly. 


The injection is made very quietly and 
slowly and if any resistance is felt it is interrup- 
ted for some moments and then again pushed 
on. Just after the injection the patient is at 
once placed on his back and the table at the 
same time is titled slightly to Trendelenburg’s 
position. 


Many prefer to give first a prone position 
to give the posterior root better chance and 
then a supine position to give full play to the 
anterior roots. 


But we find that there is practically very 
little difference, if any, when we put the patient 
from the very beginning on the supine position. 


We give ephedrine sulphate gr. $ subcuta- 
neously sometimes before the puncture or 
sometimes immediately after it. We have 
observed that there is practically fall of 
B. P. in every case of about 10 to 20 m.m. of 
Hg. for percaine is a vaso-dilator and by giving 
a sympatheticotonic therapeutic agent as 
ephedrine, pituitrin, infundin, or adrenaline 
we counteract this fall. We have further ob- 
served that higher the blood pressure, greater 
is the fall and that ephedrine is the best check 
for fall of blood pressure. 
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Recently there was a case A, an old man of 
60 with good physique who was being operated 
for hydrocele under percaine spinal anaesthesia. 
His B. P. was 200 m.m. of Hg., condition of 
heart and vessels was quite good. 10 C.C. of 
percaine solution was injected and no ephe- 
drine was given. After the operation which 
took about 10 minutes, his B.P. was found to be 
160 m. m. of Hg., an usual fall of 40 m.m. of Hg. 
But as he was being transferred from the table 
to the trolley for removal to the wards it was 
noticed that his face was absolutely blanched, 
there were cold sweats on his face, he was 
yawning and complained of nausea and fainting. 
His pulse was imperceptible and the B. P. was 
found to be only 75 m.m. of Hg. He was 
immediately put in full Trendelenburg’s position 
and infundin 4 c.c. and adrenaline 10 m. 
was injected, the fan was switched on his face 
and he was given sips of cold water which 
made him feela little better. But as he was 
still feeling very bad his B.P. was taken and was 
found to be 120 m. m. of Hg. He next vomited 
the water that was given to him. After full 
15 minutes he began to improve and gradually 
in 5 more minutes his B.P. came back to 
160 m.m. of Hg when he felt much better 
though still weak. Half an hour later when 
his B. P. came back to normal i. e. 290 m. m. of 
Hg. he was completely set right. 


This case clearly illustrates the extent to 
which spinal drugs can lower the B. P. and 
how efficient a safeguard, drugs like ephedrine 
are for this danger. 


In persons of normal B. P. i. e. from 110 m. m. 
of Hg. to 130 m. m. of Hg. the fall is never more 
than 20 m.m. of Hg. and if ephedrine is given 
previously no fall is recorded and even if there 
is a fall itis only temporary. We have tried 
percaine in persons having as low a B. P.as 
80 m. m. of Hg. without any untoward happen- 
ing, only that we gave two injections of 
ephedrine instead of one. The B.P. did not 
fall at all. 


The results clearly indicate the necessity to 
be on constant watch after the injection for 
signs of fall of blood pressure in every case and 
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as we know they are yawning, nausea, vomiting, 
air-hunger, pallor of face and fainting. 


It is advantageous to wait for 15 minutes 
after the injection especially for abdominal 
operations. We always ascertain the sensations 
of the skin by applying a tissue forceps without 
the patient’s knowledge and if he does not react 
to it we begin our operation. The interval 
required for developing full anaesthesia differs 
in each individual. Some develop it imme- 
diately, others take 3 to5 minutes and some 
still more time and we have observed that the 
more the patient is educated and of imaginative 
nature the more time he takes to get full anaes- 
thesia. In fact in very sensitive people it 
appeared to have failed altogether but we put 
a mask on the face and a drop or two of chloro- 
form is given to inhale and the patient’s mind 
is distracted from the field of operation and the 
operation proceeds on without any further 
objection on the part of the patient. 


It is a curious fact that highly imaginative 
persons by observing the surgeon’s face or his 
movements try to get a mental picture of the 
steps of operation and so feel pain psychically 
and if just a drop of chloroform or ether or I 
think any other strongly odourous substance 
—be placed on his nose, he will try to 
inhale it and so the mental chain of painful 
impressions will be broken and he will then 
forget the imaginary painful impulses and in a 
few minutes the hitherto troublesome patient 
will go to peaceful slumber oblivious of operation 
going on. 

Another fact which struck us is that some 
patients, although having a good pulse, exhibit 
a slight cyanosis of lips, which is believed to 
be due to the more complete paralysis of 
intercostal muscles, the respiration being kept 
up by the diaphragm only. In these cases we 
give a second dose of ephedrine. 

Since the last 18 months we are trying spinal 
and local anaesthesias in our hospital and the 
cases of spinal anaesthesia comprised of : 

Hernias, Hydrocoeles, Tumours of ‘Testes, 
Fistula in ano, Piles, Elephantiasis of Scrotum 
and Penis, Cancer Rectum, Cancer Penis etc. 
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The total number was 96, out of which 85 
were done under percaine spinal anaesthesia 
and the rest under novocaine or durocain 
inter-spinal. 

We generally give morphia 4 gr. and 
atropine 1/100 gr. subcutaneously to the patient 
an hour before the operation so as to diminish 
his sensibility. Some advocate hyoscine 
1/200 gr. and others nembutal etc. for the same 
purpose. 


Testing the result: 


1. Inability to raise the legs shows that the 
lumbar plexus is blocked. 


2. Patient is asked to cough and _ if 
abdominal muscles are paralysed, coughing is 
difficult and ineffective. 


3. Application of skin clip, if not felt by the 
patient, his face being watched, shows complete 
loss of sensibility in the area concerned. 


Failures: 


In four of our cases failure was complete and 
in two incomplete. The failures may be 
accounted for in these categories : 


1. Defective puncture. 


(a) The bevel may be only partially through 
the dura so that some of the solution escapes 
extradurally. 

(b) The point of the needle may have been 
within the space and few drops may have flown 
in but may subsequently become displaced, 
possibly when the syringe is being attached or 
when the patient makes some unexpected 
movement. 


(c) A large bore needle may have been used 
and a considerable escape of the solution may 
have taken place extradurally after injection 
interfering more or less with the result. 

2. Defective soaking of anterior or posterior 
roots by hasty or faulty manipulation of the 
posture of the patient. 


3. Diminished concentration of the drug 
from below upwards. We think that in cases of 
total failure there must be certainly some error 
in techinque. 


General results of injection : 

1. Blood pressure. 

It has already been said that normally 
in every case there is fall of B.P. by 10 to 
20 m. m. of Hg. which is effectively checked by 
ephedrine injection. ‘ 

2. Yawning, nausea, even vomiting. ‘These 
are generally signs of rapid fall of blood 
pressure. ‘The patient should at once be put in 
full Trendelenburg’s position and some sym- 
patheticotonic agent be administered. In three 
cases of ours we observed yawning and nausea. 


After effects : 

1. Vomiting. 

5 cases of ours had severe vomiting with 
rise of temperature two hours after operation. 
Three of them were cases of intraspinous 
novocain and two intraspinous percaine. All 
of them got well next morning. 


2. Severe and persistent headache. 

4 of our early cases complained of severe 
headache in the evening. ‘They were given 
subcutaneously ephedrine and the headache 
passed off the next day. Curious enough these 
cases got only 5c.c. of percaine and our later 
cases in which we gave 10 c. c. did not 
complain of any headache. We think that we 
probably did not observe proper Trendelen- 
burg’s position in our early cases. 


3. Respiratory troubles. 

We experienced no trouble with respiration 
in any case. In some cases some cyanosis round 
about the lips was marked the reason of which 
has already been explained. 


Management of the case : 

Everything possible should be done to make 
the patient feel comfortable on the table. A 
little encouragement will often go a long way 
and a confident and reassuring attitude in the 
anaesthetist will be reflected on the patient. 
Discussions of pathological condition of the 
patient are strictly forbidden. Sips of cold water 
may be given from time to time. A screen must 
always be put before the patient so that he may 
not see the field of operation, neither he should 
see the surgeon’s face nor the surgeon’s hands. 
Pulse, respiration and colour of the patient 
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should be carefully watched. In very few 
patients a combined general anaesthesia may 
become necessary. 

Concluding my remarks on Spinal Anaesthe- 
sia I wish to point out that percaine is possibly 
the best of all its predecessors due to its effi- 
cacy in producing anaesthesia in a dilute solu- 
tion with the least toxic effect on the tissues and 
its low cost per case. 

Next I will consider Local Anaesthesia very 
briefly as I have already occupied enough space. 

We have tried in our hospital local anaes- 
thesia extensively by infiltrating the tissues 
either with novocaine 1% solution or percaine 
1 in 1000 solution in normal saline. 


Our cases of local anaesthesia comprised of 
during the last 18 months : 


Hernias, Hydroceles, Fistula in ano, Ele- 
phantiasis Scrotum, Cancer breast, Abdominal 
cyst, Tumour eyelid, Gilliam’s operation etc. 

The total number of cases was 387. 

Amount of solution : 

It depended upon the extent of tissues to be 
infiltrated and we have used from 30 c.c. to 
100 c.c. of the solution without any untoward 
results or patient showing any sign of toxaemia. 

While using percaine as local anaesthetic 
we use a solution of 1 in 1000 and we find that 
it does not irritate the tissues at all and the 
anaesthesia lasted much longer. Insensibility 
of the tissues was apparent almost immediately 
after injection and this increases in strength 
during the first 5 or 10 minutes. Injection of 
percaine is well tolerated and neither lesions of 
the tissues nor trouble in healing of the wound 
have been noticed. Percaine hasa great vaso- 
dilatory action and hence we always add adre- 
naline to it. 

We are now using percaine solution in the 
strength of 1 in 500 in all of our eye operations 
and the resultant anaesthesia if not better is as 
good as that produced by 4% cocaine. 


Our eye operations done under percaine are 
comprised of : 


Cataract—32. 

Trephining in glaucoma—3 
Iridectomy—5 
Pterygium—3 

Entropion— 5. 


It has been found that it produces absolute 
anaesthesia by three successive drops in 5 to 10 
minutes and the pupil dilates as in cocaine 
instillation. 

Considering these facts I am confident that 
atime will come when percaine will entirely 
replace cocaine in surgical applications. As we 
use it in very dilute solutions the toxicity of the 
drug is practically negativated and that if we 
compare the costs incurred that comes to per 
case in using cocaine and percaine respectively 
we find that percaine is much cheaper. é 

Again it is a well-known fact that many 
ounces of cocaine are wasted per annum in 
public hospitals, with the corresponding 
financial loss, because of the deterioration 
and contamination which may take place in 
these solutions when left standing for any 
length of time. Again cocaine isa dangerous 
drug and a lot of precaution and unnecessary 
worry is entailed by the medical officer in keep- 
ing it safely in every hospital which can be 
avoided by using this latter drug. 

In conclusion I want to point out that if 
local and spinal anaesthesias be practised more 
frequently than at present in district hospitals, 
the problem of getting adequate anaesthetic 
help during operations will be partially solved 
for it is often difficult to get a duly qualified 
man to administer general anaesthesia in 
districts where probably the only other medical 
man available will be required to help the 
operator. 

Lastly I wish to thank Lt. Col. H. ¢ 
BUCKLEY, I. M.S. Civil Surgeon, Lucknow, for 
giving me every sort of facility and encourage- 
ment in carrying out these observations.* 
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The Effect of Mucin on Copper Reduction Tests for Sugar in Urine. 


Ey K. N. BAGCHI, m.s., B.Sc (Cal), D.t.m (Liv), F.1.C. (Lond), 


Chemical Analyst to the Government of Behar, Patna 


The fact that mucin plays a very important 
part in giving a wrong scent to the chemist, 
when examining a sample of urine for sugar by 
one of the copper reduction tests is not generally 
recognised. It is well known that creatinine, 
glycuronates, uric acids and other reducing 
non-sugars may be mistaken for reducing 
sugars, if urine is tested by Fehling’s method. 
But it is not mentioned in any literature that 
mucin has also got such property and inteferes 
with both the FEHLING and BENEDICT tests. 
Mucin is found in almost every sample of urine 
and may be considered as one of its normal 
constituents. When it is present in a very 
small quantity it does not seem to show its in- 
fluence on the BENEDICT and FEHLING reagents 
but if it comes out in excess as it frequently 
does, it interferes with the tests and produces 
the characteristic changes suggestive of sugar 
reduction and the case is thus mistaken for one 
of glycosuria. 

If our knowledge of chemistry of mucin is 
refreshed for a moment, it will be seen that its 
copper reducing property is bound to vitiate 
the tests for sugars in urine. It is a protein 
belonging to the subgroup of glucoprotein—a 
complex compound of protein and glucose. It 
is acid in reaction and insoluble in water but 
readily soluble in ammonia and alkaline carbo- 
nates and also in very dilute hydrochloric acid 
(about 0.1%). Dilute acetic acid precipitates 
it very readily from its solution and thus it 
forms an important reagent for its detection. 
It is not coagulated by heat and is therefore 
distinguished from other proteins of urine, 
which are coagulable. The most important 
property of mucin and which concerns us most 
is its hydrolysis. It is farily quickly hydrolysed 
by mineral acids and slowly by alkalies, produc- 
ing among other things an interesting com- 


pound known as_ glucosamine, which is a 
connecting link between the proteins and 
carbohydrates. ‘The properties of glucosamine 
resemble very much those of glucose—as for 
instance it gives characteristic crystals of 
glucosazone with phenylhydrazine. From the 
structural formula of glucosamine it will be 
seen that there is not much difference between 
glucose and glucosamine—only a_ hydroxyl 
group of glucose has been replaced by an amino 
group. 

Glucose—CH.,OH. (CHOH.); CHOH. CHO. 

Glucosamine—CH.,OH. (CHOH); CHNH, 


CHO. 

From the above facts it is obvious that mucin 
is apt to be mistaken for reducing sugars, if 
steps are not taken to remove it from the urine. 
The samples of urine containing appreciable 
amount of mucin are to be examined carefully 
and reported with caution always remembering 
the fallacy, which mucin is likely to introduce 
into the examination. All copper reduction 
tests are affected by it and one should be 
particularly careful, when testing with the 
BENEDICT reagents as it is a delicate test for 
reducing sugars and it is generally considered 
to be an infallible test for reducing sugars 
and proof against all other substances, which 
are mistaken for sugars. Any change of colour 
or formation of a precipitate in BENIDICT test 
is regarded as positive. In general clinical 
practice, the urine is filtered and then tested with 
the qualitative BENEDICT reagent and the pro- 
duction of a greenish colouration with or without 
a brownish precipitate is taken ipsofacto as an 
indication of the presence of a trace of sugar, 
the presence of mucin and other reducing non- 
sugars mentioned before are never thought of 
as it is generally believed that they do not 
affect the BENEDICT test. The fact that copper 
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sulphate of the reagent reacts on uric acid or 
urates and produce a precipitate of copper urate 
is always overlooked. The production of this 
precipitate in a urine having excess of urates is, 
therefore, misleading. The sample of urine 
with excess of urates usually contains excess of 
mucin too and the sum total of their reaction 
makes the BENEDICT test almost useless for the 
purpose, for which it is strongly recommended 
and for which FEHLING test had long been 
condemned. No test excepting the fermentation 
test is immune against these disturbing factors 
and can not, therefore, be depended upon. But 
for rapid clinical work, the elimination of these 
disturbing factors by the use of suitable 
precipitates is quite a satisfactory method and 
the filtrate obtained after precipitation is 
practically free from these interfering com- 
pounds and contains only the reducing sugars. 


There are various methods to obtain this 
filtrate and the best of them being the treatment 
with normal lead acetate and subsequent 
removal of excess of lead by means of potassium 
oxalate. Formerly it was the practice to use 
basic lead acetate for this purpose but it has 
now been proved that the precipitate produced 
by the basic salt occludes some sugar in it and 
gives a low result while the normal salt is free 
from this defect. According to some observers 
the lead acetate method does not completely 
remove creatinine and they recommend 
phosphotungstic and sulphuric acid. Both the 
methods remove mucin and other substances 
completely but as these procedures are rather 
lengthy, they are not convenient when mucin is 
the only disturbing factor and is to be got rid 
of in routine examination of several samples of 
urine in a clinical laboratory. I find that the 
quickest and least complicated method for 
removal of mucin is its precipitation by acetic 
acid and removal of the precipitate by filtering 
through a good filter paper. 


The samples of urine with low specific 
gravity are quite satisfactory for this simple 
method—the mucin separates quickly as a 
flocculent precipitate and is completely re- 
moved by filtration but in samples with high 
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specific gravity the precipitation does not take 
place and a colloid-like suspension is formed, 
which passes throngh the filter. For these cases 
an adsorptive treatment is essential, which is 
best done in the following way—about 10 c. c. 
of urine are taken in a test tube and about 
0.5 to le.c.or little more of 10% acetic acid 
(easily made by diluting 30 cc. of acetic acid 
B. P. with 70 c.c. of distilled water or 10 c.c. of 
glacial acetic acid with 90 c.c. of water) is 
added to it and kept aside for a few minutes. 
If mucin is present and if the urine is of low 
specific gravity (not exceeding 1015), it becomes 
at once turbid and opalescent and then a 
flocculent precipitate is formed in about fifteen 
minutes which gradually settles down. It is 
then filtered and if the filtrate is free from any 
turbidity it may be considered as free from 
mucin and therefore fit for the actual tests for 
reducing sugars but if it is slightly turbid 
it indicates that mucin has not been completely 
removed and a further treatment will be 
necessary. In urine with high specific gravity 
and containing excess of urates, phosphates ete. 
the flocculation does not take place and no 
precipitate settles down and the urine looks 
turbid and opaque. For these samples the 
adsorptive method is absolutely necessary. It 
is done by adding a pinch (about 0.1 to 0.2 gm.) 
of pure, white kieselgurh to the turbid liquid 
and shaking vigorously for about twenty 
seconds and filtering through a good filter 
paper. The filtrate is now free from mucin and 
quite bright and fit for the tests. There is 
another advantage in this method—if the urine 
were turbid originally (due to bacteria) and 
were not suitable for any of the tests for 
albumin, it could easily be made clear and 
bacteria-free by adsorption with kieselgurh and 
the ring aud other tests applied with the 


greatest ease. It miay be noted here that 


kieselgurh not only adsorbs and removes the 
mucin but adsorbs the albumin too but its 
effect on albumin is very slight and is almost 
negligible. No sugar is removed with the 
precipitate and the filtrate contains practically 
the whole of the reducing sugars, which may 
then be tested by one of the copper reduction 
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tests. If kieselgurh is not available, ordinary 
Fuller’s earth serves the purpose nicely and 
finely powdered bazar chalk may also be used 
with success. It is always desirable to make 
two experiments side by side—one with the un- 
treated urine and the other with the mucin-free 
filtrate and the result will be convincing. The 
presence of acetic acid, which is added for pre- 
cipitation does not interfere with any of the 
tests, which were found to be quite sensitive in 
detecting as low as 0.05 % of glucose in the 
presence of double the amount of acetic acid 
although in actual tests the amount added is 
considerably less. 

Now let me discuss in a few lines how mucin 
is split up into its component parts and how 
the resulting compounds influence the test. The 
observations have been based on my experi- 
ments—some of them are interesting and 
deserve further investigation. When urine is 
boiled with Fehling’s or Benedict’s reagent the 
alkalies break down mucin and produce gluco- 
samine as one of the compounds. sut it 
appears that the alkalihydrolysis plays only a 
secondary part in the reaction and there are 
other factors as found out in the following 
experiments which are mainly responsible in 
bringing about certain changes in mucin and 
the alkalis give only the finishing touch. 


1. Separated mucin from saliva washed 
with distilled water in a centrifuge and 
suspended in water and then boiled with 
BENEDICT reagent in the usual way— 
there was practically no copper reduction 
—only a feeble reaction detected after 
prolonged boiling. 


>. The same mucin was dissolved in dilute 
sodium carbonate solution and this solu- 
tion was tested with BENEDICT—same 


result as before. 


3. The washed mucin was suspended in a 
sample of mucin-free urine for about 6 
hours and this suspension was treated 
with BENEDICr—a faint copper reduction 
could be detected and it was more 


marked than in experiments 1 & 2. 
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4. Another portion of the same urine having 
the alkaline mucin solution added to it 
and kept overnight—and then tested with 
BENEDICT—the copper reduction was 
quite distinct just as one gets in a sample 
of urine rich in mucin. 

5. Instead of taking fresh urine, autoclaved 
urine was taken and treated with mucin 
as in experiment 4 and tested with BENE- 
picr—there was slight copper reduction 
less marked than in experiment 4 but 
more than in experiments 1, 2 and 3. 


6. Another sample of mucin was obtained 
from urine (not from saliva as before) and 
dissolved in sodium carbonate solution 
as in experiment no.2 and then tested 
with BENEDICT—the copper reduction was 
distinct and was more marked than in 
experiments 1, 2 & 3, but less than in 
experiment 4. 

7. Some samples of urine do not possess the 
necessary factors (probably enzymes and 
salts) which act on mucin so that subse- 
quent alkali hydrolysis does not split it 
up into copper reducing substances. This 
probably accounts for negative BENEDICT 
test in a few cases although they contain 
a fairly large amount of mucin. 

8. Asample of salivary mucin dissolved in 
alkaline carbonate was treated with a 
mixture containing acid sodium phos- 
phate, sodium chloride, urea, ammonium 
salt etc., for several hours and then tested 
with BENEDICT in the usual way—no 


~ 


copper reduction detected, 

From the foregoing experiments the follow- 
ing inferences may be drawn—(z7) The alkali 
hydrolysis by itself does not bring about the 
conversion of mucin into glucosamine or any 
other copper reducing compound. (7%) ‘There 
are possibly certain enzymes in urine, which 
help in the process of hydrolysis and which are 
retarded or destroyed by heat. (iit) The acid 
salts of urine also help inthe process but they 
alone are quite helpless. (tv) The enzymes 
and acid salts combined produce the best result ; 
they do not, however, change mucin into glu- 
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cosamine in urine but perhaps produce an 
intermediate compound, which is readily hydro- 
lysed by BENEDICT and other alkaline reagents 
and completely converted into glucosamine and 
possibly into glucose—this intermediate com- 
pound, if it is formed at all, behaves like mucin 
and can be precipitated by acetic acid and 
removed by filtration. (v) There are probably 
some differences between mucin of urine and 
mucins from other sources—the urinary mucin 
is readily hydrolysed. 

Lately a substance called hyaloidin has been 
isolated from mucin and is believed to be the 
precursor of chondroitic acid. The chondroitic 
acid is, on the other hand, obtained from 
glucoproteins of cartilages and is normally 
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found in small amounts in the urine (MaTHEws). 
It has been proved that on acid hydrolysis it 
undergoes various changes and subsequently 
splits up into glycuronic acid and glucosamine. 
It will be interesting, if it can be proved that 
mucin is partially broken down into hyaloidin 
by the action of enzymes, salts etc. of the 
urine and then converted into chondroitic acid 
which again is split up into glycuronic acid and 
glucosamine by cooking with alkalies of the 
copper reducing reagents. An investigation on 
this line is likely to throw a flood of light on 
the complexities of composition of the mucins 
and their hydrolysis.* 


*Paper read at the Scientific Section of the All India 


Medical Conference held at Lucknow, in December, 1932. 


On the Nature of Cholera Toxin and Symptoms of Cholera 
By H.GHOSH, o.s. (Cal), 
Director, Biological Laboratory, Bengal Chemical & Tharmaceutical Works Ltd. 
BENOY KUMAR SEN GUPTA, m. sc. & SAROJ KUMAR BOSE, 
Asst. Bacteriologist, Bengal Chemical & Pharmaceutical Works Ltd. 


Since the discovery of cholera vibrios as 
the causative organism of cholera by Kocn in 
1885, much work has been done to define the 
nature of the toxin of cholera vibrios. PETRI! 
obtained an exotoxin which was thermostable. 
CAMALEIA found two toxins, one was thermola- 
bile and the other thermostable ; the former pro- 
duced diarrhoea and the latter killed the animal 
without diarrhcea. PFEIFFER obtained an endo- 
toxin, which preduced diarrhcea in animal. 
METCHNIKOFF and SELIMBENI found a very 
active soluble toxin, protein in nature, precipita- 
ble by alcohol and ammonium sulphate. Macra- 
DEN obtained an endotoxin by congelation of 
agar culture, which produced severe diarrhoea in 
experimental animal. 

About three years ago HAHN prepared an 
anti-cholera serum by immunising animals with 
a broth culture, which was kept alkaline through- 
out the period of incubation. The serum was 


used in this country but without success. He 
suggested that the best toxin could be obtained 
in keeping the broth always alkaline but we 
could not corrobrate this fact by our experi- 
ment. 

All these experiments were made on labora- 
tory animals but there was certain handicap, 
under which they had to work at that time for 
want of sufficient number of cholera cases and 
inadequate development of bacteriological 
technique. The role of dehydration of the tissue 
due to excessive excretion of the fluid in cholera 
was not taken into consideration till ROGERS in- 
troduced the treatment of cholera by saline 
transfusion. But during the time of Roger’s 
experiment about 20 years ago, bio-chemistry 
did not develop to such an extent as it is now; 
consequently he tried only to replenish the loss 
of tissue fluid with saline. ROGERS, however 
could not find out any means to counteract or 
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neutralise the effect of toxin of cholera. Later 
Major SHORTEN & Roy definitely established that 
there was profound acidosis in cases of cholera. 


About two years ago when we first began 
work on cholera we analysed a few stools of 
typical cases of cholera. ‘The extreme alkalinity 
of the stools was so striking that we at once 
thought that the excessive elimination of alkali 
reserve of the body fluid was one of the important 
factors in producing the symptoms of cholera. 


We thought whether the controversy about 
the toxin was due to overlooking the fact that 
the toxin only produced the primary symptoms 
of diarrhoea, in which a large quantity of body 
fluid, alkali and chlorides were eliminated and 
the fatal condition was due to dehydration and 
acidosis. On this supposition we began to work 
out the nature of toxin and how it acted. We 
have been able to find out an exotoxin by cul- 
turing cholera vibrios on broth, which, when 
injected intravenously to a rabbit, produced 
almost all the primary symptoms of cholera. 
The rabbit becomes extremely thirsty and begins 
to doze within 2 minutes after injection. A 
condition of collapse sets in. If the quantity 
of toxin is high, the rabbit dies from collapse 
within 4 an hour but if smaller quantities are 
repeated after every 3 to 4 hours, the animal 
passes large quantity of highly alkaline diarr- 
hoeic stool. If after 2 or 3 injections of smaller 
quantity of toxin a bigger doze is given the 
animal dies and autopsy reveals a congested 
condition of the cortex of the kidneys, and the 
small intestine is distended with highly alkaline 
fluid, the large intestine is inflated with gas, 
and patches of hyperaemia are observed in the 
small intestine. If the animal dies with one 
injection of a higher dose of toxin, the kidneys 
look pale, swollen and hydrzmic only. We 
tried autolysed microbial bodies by intravenous 
injection. The rabbits support a very big dose 
of such toxin, and the only effect we could 
notice was that hyperthermia was produced, 
the small intestine showing hyperaemic patches. 

A mixture of half the minimum lethal dose 


of our soluble toxin in broth and killed washed 
agar culture produced fatal result within 3 hours 


and autopsy revealed intense hyperemia of the 
small intestine. From this we can conclude 
that besides this soluble toxin the microbial 
body (or endotoxin) has got a specific local 
action only on the mucous membrane of the 
small intestine and enhances the effect of the 
soluble toxin. ‘The soluble toxin is non-haemo- 
lytic and is precipitable by ammonium 
sulphate suggesting that it is protein in nature. 
The dried precipitated toxin by ammonium 
sulphate produces extreme collapse within a 
minute after injection but unless the dose is 
high the animal survives. Considering the 
high dose of toxin which requires to kill an 
animal, we presume that a large quantity of 
toxin is formed and absorbed from the small 
intestine, the absorbing surface being very 
large, to produce the classical symptoms of 
cholera. There cannot be any doubt from the 
number of experiments we have made, that the 
soluble toxin, which we have been able to isolate, 
has a specific irritating action on the secretory 
egelands and mucous membranes of the small 
intestine producing a large amount of liquid 


- alkaline secretion, thus dehydrating the tissues 


and promoting acidosis. The uraemia may be 
produced by the lowering of the blood pressure 
and diminishing the proportion of alkali and 
chlorides of the blood. This is corroborated by 
the analysis we made of the choleric stool. We 
give below a few analytical reports : 





| | 
Eliminated | Total Elimination | 


‘ase No.| «3: . gape 
C Sodium chloride | of Sodium : | 
} 





—| 
0'125% 0°628% 


0°216% 0°541% 


0°125% 0°920% 
0°136% 


0°108% 


0°102% 








From this it can be seen that a large quan- 
tity of alkaline bases are eliminated both as 
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neutral and alkaline salts, thus breaking down 
the equilibrium, which is required for normal 
osmosis to take place through the epithelium 
of the tubules of the kidneys. As a result, 
uraemia sets in and the toxin cannot be elimina- 

ted and gradually collapse sets in. 
The role of endotoxin, which no doubt 
exists, is to produce primary desquamation of 
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the mucous membrane of the small intestine. 
We are continuing our work and so unable 

to give as yet the details of the preparation of 

the toxin. Our aim is to find out a specific 

anti-toxin, which will neutralise the toxin of 

cholera both in vivo as well as in vitro. * 

* Read at the Scientific Section of the IX All India 


Medical Conference held at Lucknow, December, 1932 


Some Notes from Experiments on the Visual Field 


By H. K 


SINHA, M.B.B.S 


Department of Physiology, Lucknow University 


(A preliminary commnnication) 


EXPERIMENT 

To find out the effect of successive exposures 
to strong light on the visual field. 
Method 

This experiment was conducted in the dark- 
room on the right eye with a white object on 
the perimeter (white object was 1 cm. square). 
The constant light was of two candle strength, 
the stronger light was of 32 candle power, and 
was exposed for 5 sec. and suddenly turned off, 
and the time interval of the return of the vision 
at the particular visual field noted. The time 
interval of the successive exposure to strong 
light was 10 sec., the constant light remaining 
throughout the experiment. Only the white 
phase was taken as the return of vision, after 
images being thus excluded. 

The stronger candle power was Mazda with 
vertical loops of the incandescent wire of 225 
volts and 49 watts. The top up to 2 cmm. gave 
17 candle power, the rest 27 candle power. ‘The 
weaker one was of loop wire bulb of an ordinary 
pocket lamp and lighted with 3 LECLANCHES 
cells. The stronger light was kept at a distance 
from the eye equal to the radius of the perimeter 
near the centre of the disc., while the weaker 
one was just in front of the eye, the rays from 
it to the eye being shut off. (The candle power 
was determined by the Physics Dept. of the 
University.) 


OBSERVATION 
Right eve. 
Constant light was of 2 candle power. 
The extent of normal field of vision in 
the constant light was 70 Deg. at 225. meridian. 
Average readings are as follows: 
At 225 deg Deg. Deg. Deg. Deg. Deg. Deg. 
meridian 10 20 30 40 £50 ~~ 60 
aver. read- 
ing No: 
I j ; Poe x 6.0 9.0 
ae 6.0 11.0 
6.0 [2 ; 6.0 16.0 ) 


5.0 6.0 10.0 19.0} 


6.0 7.0 : 30.0 22.0 | 
8.0 8.0. 6. S30) 290 7 
75 60 60 60.0 45.0 f 
9.0 0? 90.0 90.0 

115.0 11.0 6.0 difficult to 

judge 


return of vision to in sec. 


}YSI] JO} YS 
}MYYIp juauMaspnf 


rest for 6 minutes 
4.0 3.5 3.5 10.0 10.0 
6.0 3.0 4.5 30.0 14.0 
7.0 $5 10.0 60.0 17.0 
6.0 6.0 14.0 21.0 
111.0 8.0 10.0 19.0 
16.0 11.0 13.0 


= 


Oo Un & W ho 


Oo “J 
OW bo W DO WwW Ww 


QO 


CONCLUSION 

That the extent of visual capacity is 
modified by the previous light history. 
(Fig. 1 to 7) * 

*Paper “read at the Scientific Section of the IX All India 
Medical Conference held at Lucknow, December, 1932. 
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exposure No. 13 10 Sec. after. exposure No. 1 Fig. No. 2 IO Sec. after. 


Recnies Auge. Rechtes Auge. 


180 180 


normal field Fig. No. 3 before dazzle. exposure No. 1 Fig. No. 4 10 Sec. after. 
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Rechies Auge. 
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exposure No. 5 10 Sec. after. exposure No. 10 Fig. No. 6 10 Sec. after. 


exposure No. 5 Fig. No. 7 10 Sec. after. 
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Editorial Comments 


In the prevailing political atmosphere it was 
not unnatural that the Government of India 
should light upon an unimportant clause in the 
statement of objects of the Indian Medical Asso- 
ciation and be perturbed by it to such an extent 
as to call the attention of all medical men in 
Government service to a particular section of 
the Government Servants’ Conduct Rules under 
which their membership of the Indian Medical 
Association was not permissible. When Govern- 
ment issued a circular to all the local Govern- 
ments on this subject those members of the 
Indian Medical Association who were in Govern- 
ment employment were greatly exercised in 
mind as to whether they should continue their 
membership or not. In fact, the more timid 
among them thought it better to send in their 
resignations, although it was pointed out to 
them that the Secretary of the Association had 
been discussing the matter with the Govern- 
ment of India and that there was no need for 
immediate resignation. The Secretary in his 
letter to Government explained the position 
very clearly and held out an assurance that the 
offending clause might, if necessary, be deleted 
in order to enable medical men in Government 
service to join the Association as members. 
The Secretary’s action was approved of by the 
Central Council. We are happy to find that 
Government have notified that if the relative 
clause be rescinded there will be no objection 
from the point of view of the Gevernment Ser- 
vents’ Conduct Rules for Government medical 
men to become members of the Indian Medical 
Association. We understand that steps are 
being taken for the deletion of the clause in 
question. 
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It would have been a matter of great regret 
if Government medical men had been precluded 
from joining the I. M. A—a body that is doing 
useful work in endeavouring to raise the status 
of Indian medical men and endeavouring to 
advance the cause of medical science and healing 
in India. Fortunately, however. through the 
reasonable attitude of the Association_as well as 
of the Government of India the difficulty has 
been solved. 


Hospital Administration in Calcutta. 


The recent interesting debate at the Rotary 
Club of Calcutta on the above subject has raised 
tremendous issues which perhaps even the 
Chairman of the Public Affairs Committee of the 
Club, who initiated the debate, nor his collabo- 
rator, Mr. DAVIDSON never foresaw. The points 
stressed by these Rotarians were to all appea- 
rances simple. They complained that the 
hospitals in Calcutta had not enough medical 
staff, dressing orderlies, and nurses efficient and 
capable of attending on those admitted, they 
were not provided with sufficient funds to meet 
the dietary and medicinal requirements of the 
patients. The treatment accorded to the 
Patients was callous and wanting in sympathy, 
the management were inefficient, bribery and 
illegal gratification were rampant. We are not 
aware that these two gentlemen had any parti- 
cular hospital or hospitals in view, when they 
were discussing Hospital Administration in 
Calcutta. Every one would recognise that 
some of these defects, wherever present, parti- 
eularly those due to bad management can be 
and should be rectified immediately ; the staff 
should be strictly enjoined to show the utmost 
kindness and sympathy to all sufferers, bribery 
and corruption whenever discoverd, should be 
severely dealt with. But there are others which 
could not be satisfactorily removed unless funds 
are available. Mr Davipson pointed out that 
in view of the state of the provincial finances, 
retrenchment should be made wherever possible 
so that the savings could be usefully utilised 
for better nursing and diet. Incidentally it was 
mentioned that the State pays nearly 9 lakhs 
of rupees for the services of I. M.S. officers in 
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husbands and wives were practicising it in 
Karachi, but he knew of several cases where 
owing to inadequate knowledge of the method 
of birth control, very serious consequences, 
including loss of life in some cases, had resulted. 
It was already a civic duty of the Corporation 
to start a clinic not for propagating birth con- 
trol, but for guiding the people in the proper 
use of the methods. 


In order to enable a thorough discussion on 
this important subject, the meeting was subse- 
quently postponed to another date. 


* * * * 


Scholarships for further studies in Tuberculosis. At 
a meeting of the King George Thanksgiving 
(Anti-Tuberculosis) Fund Committe held on 
June 20th under the chairmanship of the 
Hon’ble MIAH SIR FAz1L-I-HUSSAIN, K.C.S.LE, Kt. 
Dr. T. JOSEPH, Resident Doctor, Union Mission 
Tuberculosis Sanatorium, Arogyavaram (South 
India) and Dr. K. VasupEva Rao, Resident 
Medical Officer, Tuberculosis Hospital, Madras, 
were recommended to the International Union 
against Tuberculosis, Paris, for the award of 
scholarships for further studies in tuberculosis 
at the “BENITO MUSSOLINI” Institute in Rome. 


* * * * * 


Honour Rightly Deserved. Our hearty congra- 
tulations to Dr. M. R. Gurvswami Mvupa.iar, 
B.A. M.D., C.M.,0n his appointment as Professor 
of Medicine, Medical College, Madras. He is 
the first member of the Madras Medical Service 
to be appointed to this post. Apart from his 
reputation as a skilful physician and his capa- 
city and enthusiasm asa teacher, Dr. MUDALIAR 
is well-known to the students, members of the 
profession and the public of South India for 
sterling honesty in the discharge of his respon- 
sible duties. 


* 


Lady Tata Memorial Scholarships. The Trustees 
of the Lapy Tara MEMoRIAL have announced 
the award of the following scholarships for the 
year 1933-34. 


_ I. International scholarships of the value of 
£400 per annum each for research in diseases of 
the blood with special reference to leukaemias. 


(1) Dr. WALTER BUNGELER of German nationality, pro- 
fessor in the University of Frankfurt-on-Main and physician 
at thd Seuckenbers Pathological Institute. for research 
in the experimental creation of leukaemias by the chronic 
Indol intoxication in mice, the influence of deranged 
products of metabolism in the production of leukaemia and 
therapeutic methods of controlling them under the direction 
of Professor B. FISCHER-WASELS, Director of the Patho- 
logical Institute of the University of Frankfurt on-Main. 
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(2) Dr. LBonID DoLsCHANSKY of Russian nationality, 
Assistant at the Pathological Institute in the University of 
Berlin for research in tissue culture with reference to the 
dynamics of blood cell formation under the direction of 
Professor R. ROSSLE, Director of Pathological Institute in 
the University of Berlin. 


(3) Dr. MARTIN CyRIL GorDON ISRAELS M. Se. 
M.B., Ch.B. of British nationality, lately House Physician at 
the Royal Infirmary, Manchester for research in the 
application of methods of tissue culture to problems of 
leukaemia and pernicious anaemia under the direction of 
Dr. J. F. WILKINSON M. D., Ph.D., M. R.C. P., Director of 
the Department of Chemical Investigation and Research at 
the Royal Infirmary, Manchester. 


(4) Dr. CHARLES OBERLING, of French nationality, Pro- 
fessor Agrege of the Faculty of Medicine, Paris, and Director 
of the Department of Experimental Medicine in the Insti- 
tute of Cancer, Paris for research in the transmissible leu- 
kaemias of hens and their relationship to the sarcomas 
under the direction of Professor G. Roussy, Professor of 
Pathology in the Faculty of Medicine, Paris. 


II. Indian scholarships of the value of 
Rs. 150 per month each for scientific investiga- 
tions having a bearing on the alleviation of 
human suffering. 


(1) NrropE CHANDRA Datta, M.Sc. (University of 
Dacca), Assistant at the Indian Institute of Science, Banga- 
lore, for research in the Contamination of food-stuffs due 
to the use of metallic vessels for cooking, storage and othet 
purposes ; its effect on growth and metabolism ; and effect 
of traces of copper and iron on nutrition under the direction 
of Prof. V. SUBRAHMANYAN, D. Sce., F. I. C., Head of the De- 
partment of Bio-Chemistry at the Indian Institute of Science, 
Bangalore. 


(2) Dr. SUDHENDU KUMAR GANGULI, M.B., (University 
of Calcutta), for research in Chemo-Therapy of Anti-malarial 
Drugs under the direction of Lt. Col. R. N. Cuopra, I. M.S. 
Director, School of Tropical Medicine, Calcutta 

(3) NARENDRANATH GHATAK, M.Sc., ( University of 
Allahabad) for the chemical examination of certain indige 
neous plants of India under the direction of Prof. N. R. 
DHAR, D. Se., F.1.C., I. E. S. Professor of Chemistry in the 
University of Allahabad. 

(4) Dr. MATTENGUNTA VENKATA RADHAKRISHNA RAO, 
M.B. B.S. (Andhra University, Research Fellow). for the che- 
mical animal-experimental, bio-chemical and pathological in- 
vestigation of “Decompensated Portal Cirrhosis” and _ allied 
diseases under the direction of Dr. T. S. TrrumuURTI, B.A., 
M. B., C. M., D. T. M. & H. (London) Professor of Pathology 
at the Medical College, Vizagapatam. 

(5) Har DYAL SRIVASTAVA, M.Sc., (University of Allaha- 
bad for research in the life history of helminth parasites of 
man and domestic animals under the direction of Prof. D. R. 
BHATTACHARYA, D. Se., Ph. D. Professor of Zoology in the 
University of Allahabad. 


* * 


Prosecutions for Bogus Medical Title. On the 
28th July, 1932, Punpir KARTA KkrRISHAN, 
Magistrate Ist class, Lahore, pronounced judge- 
ment in a case in which one Dr. M. A. LATIF 
was prosecuted by the Punjab Medical Council 
under the Indian Medical Degrees Act. The 
accused in this case styled himself as “M. D.”, 
although he did not receive the degree from a 
recognized institution mentioned in the schedule 
attached to the Indian Medical Degrees Act. 
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The accused has been convicted and sentenced 
to pay a fine of Rs. 200/- or in default to under- 
go imprisonment for three months. This isa 
second conviction in Lahore, Mr. P. N. Koni 
having been convicted previously under the 
same offence. A number of prosecutions 
appertaining to bogus doctors are still pending 
in various courts, Punjab Medical Council being 
the complainant in all cases. 


* * * * 


New Views of Advertising. We take this from 
Medical World (9-6-33): A medical man during 
35 years of practice in Colorado had been ac- 
customed to peregrinate the State, advertising 
his movements in local newspapers with the 
added attraction of announcing his successes in 
the treatment of various diseases. However, 
eventually his license to practise, a legal 
necessity in all the States of the Union, was 
revoked by the State Medical Board (corres- 
ponding roughly to a G. M.C.) on the ground 
that he was guilty of “dishonourable, immoral, 
or unprofessional conduct”. The doctor appeal- 
ed to a “District Court,” but failing in his suit, 
carried it to the Supreme Court of Colorado. 
That tribunal decided in favour of the Doctor by 
quashing the revocation of the license by the 
Board and in doing so, while admitting the 
statutory right of the Medical Board in deciding 
what was unprofessional conduct, observed that 
it had abused its powers; such a course was only 
justifiable in the case of a criminal offence. 
“Advertising not being injurious to the public 
health, safety, or welfare” according to the court, 
“amounted to no more than a breach of etiquette 
or the exhibition of table-manners not conform- 
ing to the usages of polite society” 


* * * * 


Course of Study in Indian School of Medicine. ‘he 
Eastern Medical Association of South India in 
a memorandum to the Government Central 
Board of Indian Medicine, Madras, observes : 
“some of the practitioners who have come out of 
the portals of the Government School of Indian 
Medicine possess such a scanty knowledge of 
medical science and their diagnostic ability is so 
crude that it borders upon the comic” 


This deplorable weakness, according to the 
Association, is largely due to the fact that dur- 
ing their course of study of four years, “the 
mixed dose of study in Western systems admi- 
nistered to them produce, so to say, a mental 
dyspepsia and therefore they fail to assimilate 
either the one or the other, with the result that 
they fall between two stools and cut a sorry 
figure in the estimation of the people”. The 
Association, therefore, suggests the extension 
of the course of study to five years. Inthe 
first three years they should be taught nothing 
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of the Western system except Anatomy and 
Physiology and during these three years they 
should be given a good grounding in the 
Eastern system. Then during the last two 
years of the course, they should be introduced 
to the Western system so that they will have 
ample time and a firm ground for a comparative 
study of the two systems. 


* * * 3 * 


New Ayurvedic School in Belgaum. An Ayurveda 
Vidya Peetha (School of Indigenous Medicine) 
to be conducted under the auspices of the 
Karnatak Lingayat Education Society, Bel- 
gaum, was opened by Mr. B. K. DALvI, Presi- 
dent of the Belgaum Municipal Borough. 


The School owes its existence to the princely 
donation of Rs. 50,000 by Mr. KANKANWADI, a 
retired Inspector of Police, Bombay Presidency. 


Malaria Menace in Hyderabad (Deccan). ‘The 
city of Hyderabad (Deccan) appears to be well 
in the grip of malaria in spite of the fact the 
special malaria department of the Nizam’s 
Government is taking all possible steps to- 
fight the disease. 


The average number of patients treated for 
malaria in the various dispensaries Hyderabad 
City is 1,20,750 annually with 3000 deaths, little 
children being the worst sufferers. Besides, 
malaria is responsible for many still-births, and 
miscarriages. A malignant type of malaria 
mosquitoes exist in the city wells numbering 
about 6,000. 


Although much expenditure is being incurred 
on anti-malarial work by the treatment of 
pools and tanks with oil and Paris green, and by 
means of magic lantern lectures, the results so 
far have not been satisfactory owing chiefly to 
the ignorance of the people and the purdah 
system. 


The malarial staff cannot gain admission to 
several houses either because the owners keep 
their houses locked up or because of the purdah 
system. To get over the purdah difficulty 
women workers were employed on the malaria 
staff but even they were refused admission in 
many instances. 


The anti-malarial measures proposed by 
Str Maricoimm Watson during his visit to 
Hyderabad some years ago are still under con- 
sideration of the Special Malaria Department. 


* * * * * 
Selling of Spurious Drugs. Spurious medi- 


cines are positively dangerous and every mem- 
ber of the public should strengthen the hands 
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Bengal, one hospital alone employing 9 officers 
who are paid Rs. 1,82,000/- out of the provincial 
revenues. It was pointed out further that these 
paid officers were allowed private practice 
and did have substantial income from it. In 
England, the superior medical staff was usually 
honorary and if paid, were debarred from 
private practice. Mr. Davidson suggested that 
whenever possible, the paid officers should be 
replaced by honorary workers not only because, 
such expenditure is unjustifiable whilst we can 
get capable honorary workers to do the work, 
but also because thereby funds will be released 
for developing the institutions. 


We are not surprised to find that such irre- 
futable logic upset the I. M. S. officers in 
Bengal, who natuarally discovered in these 
discussions, an insidious attack on their vested 
interests. Col. Proctor, the Acting Surgeon 
General of Bengal, promptly entered the lists 
and challenged the very basis of the arguments 
advanced at the Rotary Club. We _ confess 
that reading the report of his speech as ap- 
peared in the Press, we could hardly make out 
what he was trying to establish except that it 
is an attempt to vilify the imaginary opponents 
and extol the virtues of the service of which he 
is the titular head. As such he has tried to do 
his duty with what success our readers can say. 
In spite of the valiant attempts made by him, 
there can be no question that the argument 
used by Mr. DAvIDSON is unanswerable, namely, 
either you pay your medical officers and stop 
their practice or you allow practice and stop 
their pay. 


In deciding between the above two alterna- 
tives, we must not lose sight of the fact that 
though the primary duty of the medical officers 
is to the patients admitted into the hospital 
under their charge, yet the experience they gain 
in these institutions, maintained out of public 
revenues, should be made available to those, who 
for some reasons or other desire treatment in 
their homes and do not go to hospital. This 
must have been the reason why in the olden 


days, the I. M.S. officers, besides holding a 
lucrative appointment were allowed private 
practice. The number of capable men trained 
in the western system had grown tremendously 
during the last two decades, so that to-day we 
have plenty of good men who are prepared to 
give their honorary services to the institutions. 
Col. PRocTOR has mentioned in his speech that 
recently in making four appointments in the 
Calcutta Medical College, they could not get 
enough trained men to fill the vacancies in the 
Surgical Department and the authorities had 
to appoint an I. M.S. man toa post originally 
meant for an honorary worker. We wonder 
what led the Hon'ble Minister to sanction this 
appointment. Does he not know—who does 
not know—that in Bengal today there are not 
4 but 40 men trained in surgery holding not 
only local diplomas but foreign qualifications 
as well? We have made enquiries and we are 


satisfied that the reason given by Col. PROCTOR 


in his speech does not explain the situation. 


The issues we have raised have not only its 
economie aspect but they have tremendous 
effect on the future of the profession in India. 
If the western system is to be developed, if the 
number and effiency of the workers to be in- 
creased, they should get full opportunity to uti- 
lise their knowledge and to gain experience. 
The I. M.S. have kept these posts a close pre- 
serve for nearly acentury. They can not now 
complain, if the education in the w estern system 
which they have been instrumental in intro- 
ducing into India have taken deep root and if 
Indian students and practitioners now claim to 
have the dominant share in the working out of 
this system. If opportunity of getting work is 
denied, there will be no way left for young men 
to better themselves. ‘They desire to cease to 
remain for ever “glorified” assistants, they desire 
to occupy places of power and responsibility 
and to qualify for the same. ‘That is an issue 
before us. We therefore, strongly advocate this 
system of replacing paid workers by honorary 
ones, as much and as soon as possible. If neces- 

sary, the work done by one paid worker may be 

entrusted to 4 honorary ones because even then, 
the 8 lacs of rupees will be released for im- 
proving the hospitals, both in efficiency and 
number. Incidentally the system will r: aise the 
standard of the profession in India practising 
the western system of medicine. 
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[Items of news ard notes of general interest to the profession 


for incorporation in this 


section from the members 
TOR.] 


of the profession will be greatly appreciated—EDITOR. 


Allowance Sanctioned for Dr. Jivraj Mehta. It 
would be remembered by our readers that the 
Standing Committee of the Bombay Municipal 
Corporation refused further extension of his 
leave to Dr. JrvraAj MEHTA, at present under- 
going imprisonment in connection with the Civil 
Disobedience Movement. In view of the 
Government circular, General Department, 
dated February, 16 last, to the effect that no 
municipal officer or servant, who has been con- 
victed and sentenced to imprisonment for any 
offence by a criminal court, shall be allowed 
while in jail to draw any pay or allowances from 
the municipality, the auditors of the Corpora- 
tion expressed doubt about continuing the pay- 
ment of his pay and allowances to Dr. MEHTA 
and the same was suspended from March last. 
‘The matter was referred to the Municipal Com- 
missioner for his opinion and he held that the 
Government circular referred to by the auditors 
was issued about ten months later and there 
was nothing in the circular to show that it 
was intended to have a retrospective effect. He 
therefore, opined that as the leave for an aggre- 
gate period of one year and two months was 
eranted long before the issue of the circular, 
the payment of allowances could not reasonably 
be held to fall within the terms of the circular. 


The Standing Committee of the Bombay 
Municipal Corporation at its meeting held on 
the 15th of June last approved of the Municipal 
Commissioner’s recommendation and decided to 
pay Dr. Menta his salary and allowances for 
the period of leave already granted. 


* 1 * * 


New Surgeon-General For Madras. Col. Sir 
FRANK Connor, Assistant Director of Medical 
Services, Bombay District, has been appointed 
Surgeon-General with the Government of Mad- 
ras in succession to Major-General C. P. 
SpRAWSON, who has been appointed Director- 
General of the Indian Medical Service. 


Joining the Indian Medical Service in 1902, 
Col. Sir. FRANK CONNOR was in military em- 
ployment till 1906. He was Resident Surgeon, 
Medical College Hospital, Calcutta, from 1907 
till 1910 and subsequently became Professor of 
Surgery and first Surgeon to the Medical College 
Hospital, Calcutta, in 1920 and acted as such till 
1931. 


Minto Ophthalmic Hospital, Bangalore. It is un- 
derstood that the Minto Ophthalmic Hospital, 
Bangalore, has obtained recognition from the 
Royal College of Surgeons (England) and the 
University of Oxford as an institution where 
clinical work may be done by candidates for 
the D. O. M.S.and D.O. examinations respec- 
tively of the said two British centres of medical 
learning. 

* * * * * 


New Freemasons Hospital. The New Royal 
Masonic Hospital was opened recently by the 
King near Hammersmith, London. Built at a 
cost of £335,000 it is the most modernly equipped 
institution of its kind. ‘There is the maximum 
of four beds in any ward, no electric bells are 
permitted, not even for fire alarms, their substi- 
tutes being coloured electric lights, which 
signal the doctors, surgeons and nurses so as 
not to disturb the patients. 


The scheme was originally initiated twenty 
years ago but its completion was so delayed by 
the War. 


* * * * * 


Proposed Birth Control Clinic in Karachi. ‘here 
was heated controversy and great disagreement 
even among members who belong to the medi- 
cal profession recently in the Karachi Corpora- 
tion over a _ resolution recommending the 
establishment of a birth control clinic at 
Karachi with a view to instruct the public on 
the methods of birth control. 


The mover stated that he had been prompted 
by the resolution of the All-India Women’s 
Conference held at Lucknow, recommending 
the establishment of such clinic. Such clinics 
had been started already at Mysore and in some 
other places in India. He urged the establish- 
ment of such a clinic in Karachi both from social 
and economic view points as the birth rate there 
was appallingly high. 

Dr. G. T HINGORANI vehemently opposed 
the resolution stating that the argument of un- 
employment was not serious in the province 
which could find employment for a large number 
of people. , 


Dr. TARACHAND LALWANI urged that all 
moral and religious sentiments should be abso- 
lutely waived in this question, which was 
purely an economic one. Already several 
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of the law by drawing the attention of the 
authorities to any such case. It is pleasing to 
note that the Calcutta Corporation have 
launched several prosecutions in this respect. 
The following is the judgement delivered by 
the municipal magistrate in a recent case: 


“I am quite satisfied in this case that both the accused 
firm Roy Choudhury and Bros, carrying on business as Drug- 
gists at 16, Bonfields Lane, and the seller, Harendra Kumar 
Das are guilty of the offence charged. The charge is serious 
involving as it does the cure or otherwise of human lives 
The accused have prayed for mercy but in a case like this I 
consider they are grossly negligent and culpable in passing 
off and selling to an unsuspecting public a drug so dan- 
gerous in its results as a mixture of sodium sulphate and 
sodium chloride in lieu of alleged sodium citrate. 


“T convict the accused firm of Roy Choudhury and Bros. 
of the offerice charged and sentence them to pay a fine of 
Rupees one liundred only and the accused Harendra Kumar 
Das a fine oi Rupees twenty-five both under Section 406 of 
the Calcutta Municipal Act. Accused Harendra Kumar Das 
to undergo simple imprisonment for 15 days in default of 
payment of his fine’. 


In passing, it may be mentioned that consi- 
dering the gravity of the offence and risk of the 
unwary public involved in such a case the punish- 
ment is not deterrent enough to prevent further 
mischief by the accused or similarly-minded 
unscrupulous dealers in medicine. Further it is 
desirable that better publicity be given to such 
cases so that the medical profession and the 
public should know whois who in such cases. 


* * * * » 


A Bill to Legalise Abortion by Qualified Medical 
Practitioners. Mr. B. V. Jadhab has given notice 
of the introduction in the autumn session of the 
Assembly a new two clause bill amending 
section 312 of the Indian Penal Code so as to 
legalise abortion by qualified medical practi- 
tioners. 


The statement of objects and reasons of the 
bill states : Causing abortion or miscarriage is 
a crime in many civilised countries, and is 
severely punished as it is supposed to arrest 
the growth of population. Society condemns 
connections outside lawful marriage and their 
progeny is branded with infamy. The dread 
of degradation and calumny is so great in India 
that the women and her relations forget the 
provisions of the Penal Code and destroy the 
embryo to hide shame. The lives of these 
women are a burden to them and many commit 
suicide. Many meet premature death in conse- 
quence of the attempts at abortion. The 
present law prevents a qualified medical practi- 
tioner from saving the reputation of such 
unfortunate women, and thus presents the 
unscrupulous abortionist a clear field of profit 
for himself. The present bill seeks to making 
the services of qualified medical practitioners 
— to these women in the hour of their 
need. 
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Jewish Contribution to Medicine in Germany. 
“Disturbing influence of the Jewish intellec- 
tuals” isacommon slogan in New Germany. 
It will, therefore, be of interest to know a little 
about the contributions of the Jews to medicine 
during the 19th and 20th century. 


There were many prominent Jewish phy si- 
cians in the palmy days of the middle age but 
it will be convenient to confine to the modern 
times. During the thirties of the last cen- 
tury, JOHANN LupwiG CASPER was appointed 
an “ordentliche Professor’, who was the 
founder of modern medical jurisprudence. The 
well-known anatomist and pathologist JACOB 
HENLE discovered the loops of the kidneys, 
which are known after him. VirRcHOW’s 
favourite pupil JuLius CONHEIM, whose re- 
searches on inflammation decided its character 
was a Jew. ROBERT REMAK discovered the 
nervous system of the intestines, known as 
REMAK’s nerve sheath and also the three em- 
bryonic layers. ALFRED BRUNNER discovered 
the BRUNNER’S glands, BENEDIKT STILLING 
the method of freezing section and SALOMON 
STRIKER that of paraffin section. 


In the domain of physiology one is often 
reminded about the significant teaching of the 
two brothers HERMANN and IMMANUEL MUNK 
and of NATHAN ZuNtTz on the physiology of 
metabolism. KARL WEIGERT introduced the 
method of neuroglia stain and ALFRED COHN 
discovered chromaffin substance, RICHARD 
CASSIRER trophic nerves and EpvuARD ARON- 
SOHN heat regulating centres. HuGO KRONEC- 
KER recognised the peculiarity of heart-physio- 
logy and LupwiG EDINGER worked out the 
comparative anatomy of the brain, PAvuL 
EHRLICH introduced the method of vital 
staining, and EUGEN STEINACH realised the 
importance of the sex glands. Nobel prize 
holder ROBERT BARANY studied the relation- 
ship between the ear and the cerebellum and 
Orro MEYERHOFFER, who was also a Nobel 
prize man, found the chemical changes in 
muscle contractions. BERNHARD ZONDEK and 
AsCHHEIM worked out the methods of isolating 
and controlling female sex hormones and ADOLF 
LOEwy discovered the heart hormone. 


Among the clinicians of the 19th and 20th 
century some of the jewish physicians are the 
most prominent. The famous surgeon JAMES 
ISRAEL was the creator of renal surgery, JULIUS 
HIRSCHBERG was a famous ophthalmic surgeon 
and was also a remarkable philologist. Lupwic 
TRAUBE and his pupil SENATOR were physi- 
cians of international fame. ALBERT FRAENKEL 
discovered the pneumococcus and _ thereby 
established the infectious character of this 
disease. 
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In the field of psychiatry, the names of 
EDUARD LEVINSTEIN and LEOPOLD LOWENFELD 
are well-known. The epoch-making works of 
FERDINAND HEBRA on dermatology are far 
too well-known to require mention. He, along 
with G. R. Lewin and Oscar LAssAR, did 
greatest service to humanity in saving them 
from the pestilence of venereal diseases. 
ALBERT NEISSER, the discoveror of lepra 
bacillus and gonococcus, AUGUST VON WASSER- 
MANN after whom the sero-diagnosis of syphilis 
is known, PAuL EHRLICH, the most renowned 
physician, who introduced salvarsan treatment 
of syphilis and who was also the creator of 
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modern chemo-therapeutic measures and immu- 
nological methods were Jews to whom the 
science of medicine owes a deep gratitude. In 
this connection the name of SIGMUND FREUD 
who is known all over the world as the founder 
of the school of psycho-analysis, may be 
mentioned. Renowned but controversial is 
the teaching of FLIESS and WEINIGER on 
periodicity. ‘ 


More names can be cited but only those 
who are of outstanding merits, have been 
mentioned. 


Case Notes 


Two Cases of Paralysis following Childbirth 


By KALIGATI BANERJE}, m.x. (Cal.), 
Birbhum, (Bengal). 


OSLER said that the physician, like the Chris- 
tian, has three great foes: ignorance which is 
the sin, apathy which is the world, and vice 
which is the devil. In submitting notes of the 
following two cases, I don’t know how many 
foes have bewildered me. But my reasons of 
representing two cases are: 


(1) Cases of paralysis following childbirth 
are few and far between. 


(2) Toxic neuritis has been reported as an 
occasional complication during pregnancy (TICE 
vol. 9). But there is no record if neuritis has 
occurred during. puerperium. Acute myelitis 
too follows childbirth but it is always septic. 
But in some cases, paralysis has occurred during 
an aseptic course of puerperium and this is due 
to damage of lumbo-sacral cord during child- 
birth. 


Case 1. A Hindu lady aged 28—a multipara, 
had normal labours previously. She had difficult 
labour, lasting for two days, which ended in the 
birth of a dead child at full term. She was 
alright for the following seventy two hours ex- 
cepting some backache. Her lochia was normal. 
On the night of the 4th day she suddenly deve- 
loped burning pain in her legs more in the left 
than in the right and severe backache. She 
was brought to me with flaccid paralysis of the 
legs and foot-drop on the 10th day of the 
puerperium. She could not walk at all. No 
wasting of the muscles was perceptible. ‘There 
was burning pain in two legs. Knee jerks were 
totally absent. Babinski absent. ‘There was 
loss of sense of touch in some parts and some 


parts were hyperesthetic. ‘There was no 
trouble about urination and defzcation. ‘There 
was no history of syphilis. Diagnosis rested 
between beriberi, transverse myelitis, and 
damage of lumbo-sacral cord during child-birth. 
Main points against beriberi: (1) Absence of 
epidemicity. (2) Absence of cardiae or digestive 
involvement. (3) In beriberi, though there is 
neuritis and paralysis, paralysis is seldom com- 
plete and patient can walk. Main point against 
transverse myelitis: (1) It is a disease of 
upper motor neurone with spasticity of legs 
with increased knee-jerks and often disturbances 
in micturition and defecation. The patient im- 
proved and could walk after three months’ rest 
and on good diet. 


Case 2: A Hindu female, aged 42, who 
had no difficultly in previous labours gave 
birth to a dead child after about 48 hours’ pains. 
She had slight fever that very day, and deve- 
loped weakness of left leg on the morning of 
the 3rd day of the puerperium. ‘This weakness 
brought on palsy of the leg. Knee jerk was 
brisker in left leg, ankle and plantar reflex 
absent and there was some loss of sensation 
about the posterior aspect of the thigh and the 
leg. The fever was checked with ordinary 
treatment, but there was some wasting of 
tibialis, anterior extensors and peroneii and 
foot-drop. The muscles supplied by common 
peronzal nerve were paralysed. Those supplied 
by tibial were less affected. There was no 
pain in the left leg. It took about a couple of 
months before she could walk, of course, with 
some weakness in the left leg. The diagnosis 
rested between peripheral neuritis and damage 
of cord during strain of childbirth. But peri- 
pheral neuritis of nerves of lower leg specially 
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of common peronzal nerve is mostly due to 
diabetes mellitus, lead poisoning, and tabes 
dorsalis all of which were absent here. 


Before discussing the causes of these cases 
of paralysis after childbirth, I am tempted to 
quote C. M. Hinps HOWELL, Physician to St. 
Bartholomew’s Hospital, from his “Some effects 
of trauma on nervous system” (Lancet, 1932, 
p. 118 Jan. 16). “The lumbo-sacral plexus is 
less exposed to the direct injury than the bra- 
chial plexus. There is an interesting, though 
fortunately rare, condition in which the lumbo- 
sacral cord sustains damage in mother during 
childbirth. I have seen several such cases and 
wrote a short account of three in St. Barthol- 
mew’s Hospital Reports for 1908. Within a 
few days following confinement the patient 
complains of severe pains in her leg, the parti- 
cular leg affected depending probably on the 
position of the foetus. The labour is likely to 
have been difficult and prolonged. Then follows 
almost at once paralysis of the muscles supplied 
by common peronzal nerve, while those sup- 
plied by tibial are affected to a much less ex- 
tent. As a result there is foot drop with loss of 
eversion of the foot, whilst plantar flexion is 
weak. The knee-jerk is brisker than on the 
sound side; the ankle and plantar reflexes are 
absent. Flexion of the knee may be weak, ex- 
tension is well performed. Some sensory loss is 
present in the area of the 4th and 5th lumbar 
roots and the first sacral. In the cases I have 
observed improvement has taken place, re- 
covery has never been complete. The delay 
between delivery and the development of 
trauma must play apart. This may be an in- 
flammation but in the cases I have observed 
there has been no rise of temperature and no 
evident sepsis.” 


Our second case had slight rise of tempera- 
ture, though no other evidence of sepsis was 
available. The two cases were amongst middle 
class women and though stress and strain of 
labour play a part in the damage of lumbo- 
sacral plexus, we can’t see eye to eye why the 
palsy does not start then and there. Perhaps 
the stress and strain of labour is the predis- 
posing factor, a low toxic factor is the main 
cause. The toxin is of the nature of beri-beri 
and perhaps prolonged avitaminosis (want of 
vitamin B) during pregnancy may have some- 
thing to do with it.* 





*Read at the Scientific Section of the IX All India 
Medical Conference held at Lucknow, December, 1932. 


CASE NOTES 


Acute Polyhydraminous 
By DEBABRATA DAS GUPTA, L.M.F. 


Senior House Surgeon, Chittaranjan Hospital, Caleutta 


The rarity of acute polyhydramnios due to 
combined maternal and foetal causes is my 
excuse for narrating the following case. At the 
Rotunda Hospital the frequency of hydramnios, 
including acute and chronic, was estimated as 
1 in nearly 270. In the Chittaranjan Hospital 
out of 618 cases admitted, this was the only case 
recorded. 


PREVIOUS HISTORY 


Mrs. X, 10 para, aged 32 years was admitted 
into the Labour Ward of Chittaranjan Hospital 
on the 16th May, 1933 at about 10-15 A. M. in a 
state of extreme dyspnoea with a peculiar grey- 
ish blue cyanosis of the abdomen which was 
very much distended. She had a miscarriage 
in the month of September, 1932. Previous 
labours normal. She had her last menstruc ition 
in the month of October, 1932 and according to 
her, she was in the 7th month of her pregnancy 
and the date of her confinement was, therefore, 
due sometime in the second week of August, 1932. 
At the 5th month of her pregnancy she could 
perceive abnormal distension of her abdomen 
attended with breathing difficulties, pain in the 
abdomen, insufficient micturition and consti- 
pation. 


CONDITION ON ADMISSION 


The patient experienced excruciating pain 
whenever she was asked to lie flat on a plain bed. 
She had to be propped up by high pillows at 
night. Lips cyanosed, hand and feet blue and 
cold, legs swollen. The abdominal veins 
markedly dilated and prominent ; uterus larger 
and rounder than usual; fundus at the level of 
xiphoid process, distinct fluid thrills. The 
foetus could not be mapped out and foetal 
movements and heart sounds were obscured. 
At the level of the umbilicus, the circumference 
of the abdomen was 45”. Os uteri was found 
to admit the tip of the index fiinger. 


CLINICAL REPORT 
Blood 


) Hzemoglobin 35% 
Polychromatophilia R. B.C. 1,200,000 
Anisocytosis + W. B.C. 9,700 
Poikilocytosis Poly. ‘si 88% 
Neucleated red cells }) Lymph. ... 8% 
Large mono. Nil 
Eos. ke 4% 
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Sugar tai - Nil 
Alb. a om ; Present 
Casts ee oa ee Nil 
Epithelial Cells ‘ , +++ 
Pus Cells rs re + 
Bacteria... ae in +++ 


Serological Examination 


Mother’s & placental Blood for 
W. R. 
Precipitation Test 
KAHN 
MEINICKE 
MULLER B 


A dose of S. S. Mag. Sulph. was administered 
to the patient on the morning of the 17th May, 
labour pains started at about 9 a. m. and the 
second stage commenced at 12-15 p.m. The 
membranes which were bulging, were ruptured, 
twenty-three pints of amniotic fluid escaped. 
Attempt was made to control the rush of the 
fluid but with the gush of liq. amnii, a leg pro- 
lapsed. The after- -coming fluid, however, was 
mixed with blood. It was evidently a breech 
case and was conducted as such. Difficulty was 
experienced in delivering the abdomen of the 
child owing to foetal ascites. There was no 
difficulty in delivering the after-coming head. 
As expected there was post-partum hemorrhage 
which was controlled. 


The child that was born alive, lived for 2 
minutes and had the following characters : 


Condition—asphyxiated 

Length—144 inches 

Weight—4 lbs. 2 ozs. 

Skin—oedematous 

Abdomen—distended, about 15” in cir- 


cutuference at the level of the 
umbilicus. 


Eyes—closed, could be separated with 
great difficulty. 
Scalp—peeled off at the time of delivery. 
Measurement of Head 
NORMAL 
Bi. P- 3° 33” 
ix. Bi. T— 3.2/5” 34” 
xs BMV.— ad 54” 
xi, O. F— 115" 44” 
xii. S.O.B— 245" 33” 
xiii. S. M. B— 31/5” 33” 
External.—_Body—greatly congested and cede- 
matous. 


Scalp—peeled off from the cranium and covered 
with blood. 


Abdomen—remarkably swollen. 


Internal—Abdomen--filled with serosanguinous 
fluid about 8 ozs. 


Liver—placed on the left side along 
with the spleen, extending downwards 
1/2” below the umbilicus and to the 
right side also. Weight 40 gms. 
Stomach—very small and congested. 
Small quantities of condensed mucus 
was obtained by opening the stomach. 
Lower bowels—filled with meconium. 
Right and left kidneys—slightly con- 
gested. Capsule could not be everted. 
Weight 15 gms. each. 
Spleen—18 gms. 
Heart—presence of minute hzemorrh- 
ages on the surface. 
Weight—22 gms. 
Pleural cavity~ filled with serosan- 
guinous fluid about 4 ozs. on both sides. 
Lungs—rudimentary, about the size 
of asmall grape. Weight 5gms. each. 
(Atelectasis). 

Bladder—large filled with more than 
1/2 oz. of urine. 

Salient Points: 

(1) Nomenclature—Twenty-three pints of 
fluid were collected and the remainder escaped. 
So the case was one of polyhydramniosas the 
amount of fluid exceeded 20 pints. 


(2) Etiology—The cause seems to have 
been a combination of maternal and foetal ab- 
normalities. The mother had symptoms of 
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nephritis and hydremia both of which caused 
excessive exudation. The foetus was an 
autosite monster without neck affected with 
hydrothorax and hydroperitoneum. Ascites is 
usually ascribed to syphilis, but no spirochaete 
were discovered in the placental blood. The 
skin of the foetus was without any covering of 
vernix caseosa, which normally prevent osmosis. 
Urine in the bladder shows there was excessive 
secretion of urine which also contributed to the 
increase in the quantity of liquor amnii. The 
peritoneal and thoracic fluid of the child being 
lighter than the amniotic fluid, there was 
more egress of the former fluid into the amnio- 
tic sac. The hypertrophied inflamed placenta 
also contributed to the increased effusion. The 
twisted cord was another cause 


(3) Progressive development of foetus 
The vital organs of the child being intact, 
there was interference with the progressive 
development of the child. The rudimentary 
condition of the lungs due to pressure corrobo- 
rates the idea that they play no part inthe 
intra-uterine existence of the child. 


(4) Diagnosis—Although the foetus— 
could not be mapped out and foetal heart sound 
was inaudible, difficulty about diagnosis was 
overcome by the exclusion of ascites, cystic 
tumours, hydatidiform mole, and multiple preg- 
nancy and by the consideration of some of the 
signs and symptoms of pregnancy and acute 
hydramnios, such as prolonged amenorrhoea 
and history of movements of the child before 
the acute condition, softness of the cervix, 
sudden increase of uterine distension and pres- 
sure symptoms, thrill and fluctuation etc. 


(5) Malpresentation—Accumulation of 
fluid increased the size of the lower uterine 
segment into which the larger breech was 
adapted. 


TREATMENT 


On Admission 
Re: 


Pot. citras Gr. xv 
Sodii bicarb Gr. xv 
Liq. ammon citras Dr. 1 
Ext. Punarnava liq. Dr. $ 
Aqua Ad. 4 oz. 


to be taken thrice daily 
On the day of Delivery 
S. S. Mag. Sulph. Oz. 
Stat in the morning. 
When the pain started 
Soap water enema. stat. (Time 10 a. m.) 
Just after the third stage 
Hot intra-uterine douche with 


16. 5. 33. 


Tr. iodine. (Strength Dr. 2 to one pint. 
Inj. pituitrin 1 ce. M. 


After Delivery 


Inj. ergot 1 cc. I. M. 
(at 4 p.m. when slight amount of blee- 
ding was going on) 


Inj. nuclein solution 5% 1. ce. 
subcutaneously 


Vaginal douche with E. C. 

Oil ricini Oz.i taken at bed time. 
Urine no albumen, no cast. 

For Anaemia 

Fresh liver extract Oz. 6 to be taken 
in the morning dailv. 


Inj. whole blood 10 cc. I. M. every 
4th day. 
Patient progessing well. 

My grateful thanks are due to Dr. S.C. Das 
for permitting me to publish this case, and 
Dr. H. N. Chatterjee for supplying me with post 
mortem notes. 


Vesical Calculus in a Child 
By K. C. CHAUDHURI 


Calcutta 


History: N. C. B.,a boy aged 7 years, was 
brought to my consultation room on the 6th 
October, 1932, because of frequent and painful 
micturition, occasional abrupt suppression of 
urine, haematuria and fever now and again since 
two years. Hecould pass urine only on lying. 
His family history was good except that one 
brother was still-born and another died of 
cholera. He was born of apparenty healthy 
parents and was the second of the four children. 
The pregnancy was full time and the labour 
was normal. His birth weight is not known. 
His growth and nutrition were reported to be 
normal through infancy. He was fed exclu- 
sively on mother’s milk for about two months, 
then on cow’s or goat’s milk mixed up with 
equal part of water and a little sugar. He was 
also given Glaxo, Horlick’s Malted Milk and 
Sati food now and again. History revealed that 
he had dysentery, measles, whooping cough, 
chicken-pox, worms and almost uncontrollable 
bleeding from the rectum at his third year. 


The present illness started, when he was 
only two years old. Hescreamed during mictu- 
rition and complained of severe pain and 
burning sensation at the end of the penis. 
During his third year he had incontinence, occa- 
sional fever and bleeding from the rectum. He 
continued to have relief and exacerbation of 
symptoms. 





Examination: On examination he was 
found to weigh only 11.4 kgm. and was 100 cm. 
in height. His muscles and subcutaneous fat 
were very much reduced and the skin was 
wrinkled in places. He was extremely peevish 
in temperament. There was nothing abnormal 
in respiratory, cardiac and nervous systems. 
The abdomen was protuberant and the liver 
was enlarged two fingers’ breadth below the 
costal margin. The 
spleen was not pal- 
pable and there were 
no signs of ascites. 

He had _phimosis. 

Urine was straw- 

yellow in colour and 

turbid. The reaction 

was acid and the 

specific gravity was 

1012. Albumin was 

present in fair quan- 

tity. There were 

numerous pus cells 

and oxalate crystals 

but no casts. The 

tests for sugar and 

blood were negative. 

Rontgen examina- 

tion on the 8th 

October, 1932, show- 

ed a fairly big ellip- 

tical vesical calculus, 

which had concentric 

layers of deposit, ob- 

viously due to recur- 

ring cystitis. Both 

kidneys were visible, 

though partly occluded by gas and faecal matter 
in the intestinal tract. They did not show any 
evidence of stone. Ureters were free from any 
opaque shadow. The patient was referred toa 
hospital, where a supra-pubic cystotomy was 
done on the 17th October, 1932, anda vesical 
calculus was removed. It showed beautiful 
concentric layers on section. 
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An examination on the 7th November, 1932, 
showed that the patient’s general condition 
improved much, his weight this day being 13,2 
kgm. His urine showed still a trace of albumin 
but very few pus cells. 


Comment : Reports of cases of urinary cal- 
culus in children seem to indicate that this 
condition is rather rare in infancy and childhood. 

Hott AND How- 
LAND stated that “the 
records of Babies’ 
Hospital in New 
York show but one 
case in thirty years.” 
Symptoms of 
vesical calculus 
differ to a certain 
extent from those in 
adults and this case 
presented almost all 
the symptoms chara- 
cteristic of stone in 
childhood, pain at 
the close of micturi- 
tion, sudden  stop- 
page of flow, inconti- 
nence before any 
urinary changes 
appear are some of 
the typical signs. 
Although tenesmus 
and persistent pro- 
lapse of the rectum 
were frequent com- 
plications of vesical 
calculus in child- 
hood, they were not noticed in this case. Re- 
markable was the persistent haemorrhage from 
the rectum at a very early stage of the disease. 


This case is reported with a view to draw 
attention to its incidence and frequency in 
India. 


1. Holt, L. Emmet and Howland, J. Diseases of Infancy 
and Childhood, 1928, P. 537, Appleton, New York. 
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Effects of Milk Injections in Malarial and Kala-azar spleens 


By P. KAR, M. B., 
Dacca 


Last year and the year running are marked 
by more cases of malaria and consequently 
more cases of enlarged spleens. I have had the 
opportunity to study the effects of milk injec- 
tions in enlarged spleens particularly in the 
out-door hospital. A man doing his ordinary 
duties is found to have chronic enlargement 
of spleen due to malaria. In spite of taking 
repeated doses of quinine and other drugs, his 
spleen remains below the costal margin, such 
cases are worth trying by milk injections. Al- 
thoug I have not tried on very many cases, yet 
the results that I have obtained on some are 
most encouraging. 


Milk injections are given intramuscularly 
in the gluteal region, 2 c. c. to start with at the 
interval of three or four days. Fat-free steri- 
lised milk is given and doses are increased up 
to 8 cc. to 10 cc. A few hours after the 
injection, there will be a reaction. ‘The patient 
will have a rise of temperature which might last 
for twenty-four hours or less. When the reaction 
is over, there is a feeling of general well being. 
After three injections, the spleen gets diminished 
most perceptibly and after five or six injections 
it would disappear under the costal margin. 


Kala-azar cases are now a days not very 
common ; owing to early diagnosis with proper 
treatment the disease is in its decay. Any way 
we sometimes find a few cases of chronic en- 
largement of spleens due to kala-azar, although 
full courses of kala-azar treatment were taken. 
I believe these cases are also worth being trea- 


ted with milk injections. I would like to 


mention a case here: 


A patient, one Mandal, was long suffering 
from kala-azar and was properly treated by a 
doctor. In spite of injections for kala-azar, his 
spleen remained almost the same. The patient 
came to the out-door hospital, giving a 
history of malaria of recent infection. He was 
being treated with quinine for sometime, all 
the symptoms subsided but the spleen remained 
enlarged. I gave him six injections of milk 
and to my satisfaction I found the spleen dis- 
appeared under the costal margin. 


Injections of T.C.C. O and other drugs are 
also being tried in many cases of enlarged 
spleens due to malaria or kala-azar; but I 
believe they do not give much encouraging 
result. T. C. C. O. injections are marked by 
intense pain but in milk injections there is very 
slight pain if at all. Milk is always easily avai- 
lable everywhere and it costs very little. If 
milk is properly sterilized and fat is freed, I 
think there is absolutely no danger. I have not 
yet found any bad effects of the injections in 
any case. Very few injections are required and 
the result is obtained within a very short time. 
I cannot say if the enlarged spleen which once 
becomes diminished in size, remains perma- 
nently so, because the patient does not remain 
under our observation for a very long time. 
This point is also to be investigated before we 
give a final opinion about the good effect of the 
injection. 


Lastly, I would like to point out that as the 
results are so much encouraging, we should try 
milk injections in cases of malarial or kala-azar 
splenomegaly. 


X All India Medical Conference 


To be held at Bombay 


At a meeting of the medical profession of 
Bombay held under the auspices of the Indian 
Medical Association (Bombay Branch) at Bla- 
vatsky Lodge, it was decided to hold the X All 
India Medical Conference in Bombay on the 
27th, 29th and 30th December next. 


Dr. G. V. DESHMUKH, who presided, explain- 
ed the object of the Indian Medical Association 
and also the necessity of making the Conference 
a success. He said Bombay had no occasion 
for the last 24 years to hold an All-India 
Medical Conference and an Exhibition along 
with it and hoped this Conference of the 
Medical Profession and the Scientific and 
Medical Exhibitions held along with it will be 
a great success. 


The following five sub-committees were appointed : 


(1) Executive Committee—Chairman-Dr. G. V. 
DESHMUKH. 

(2) Finance Sub-Committee—Chairman-Dr. G, V. 
DESHMUKH. 

(3) Exhibition Sub-Commitee—Chairman-Dr. K. K. 
DADACHANJI. 

(4) Scientific Sub-Commitee—Chairman-Dr. V. N. 
KHANOLKAR. 

(5) Reception Committee. 


It was resolved that every member of the 
medical profession is eligible on payment of 
a fee of Rs. 10/- to become a member of the 
Reception Committee. 


The offices of the Reception Committee are 
at 127 Girgaum Road, Bombay, in the rooms 
of Dr. D. D. SATHAYE, the Joint Secretary, 
Indian Medical Association. Members can send 
in their form and fees to the above address. 
Cheques may be drawn in the name of Dr. G. V. 
DESHMUKH, 





Medical Associations, Societies, ete. 


Medical Societies, Associations, Unions etc. are invited to make use 


of this Section of the Journal. 


Jhansi Medical Practioner’s Protest Meeting 
Amendments of the Poisonous drugs Act Condemned 


A general meeting of the Medical Practi- 
tioners of Jhansi was held on May 14, 1933, at 
the residence of Dr. AMIR AHMAD to consider 
the recent proposed amendments inthe U. P. 
Poisonous Drugs Act which the Government has 
published in the U P. Gazette for general in- 
formation. A large number of the qualified 
medical men attended the meeting. Dr. SaRju 
PRASAD DUBE was in the chair. Dr. I. N. SAXENA 
read ou the notification containing the amend- 
ments and invited discussion. 


The first impression which the doctors pre- 
sent gathered from the perusal of the notifica- 
tion, was that the amendments aim at forcing 
qualified medical practitioners, to get them- 
selves registered under U. P. Medical Act under 
penalty of being restricted from the practice of 
the profession, the privilege which their degrees 
and diplomas, specially confer upon them, a 
privilege which has further been confirmed by 
the Indian Medical Degrees Act. The President, 
while asking the members of the profession pre- 
sent to give their views, remarked that to res- 
train or to debar a qualified medical practitioner, 
unless he gets himself registered, from storing 
in his dispensary or medical hall certain 
poisonous drugs is an undue and uncalled for 
encroachment on the inherent and legal rights 
of the medical practitioners. 


Captain SHIVPURI regretted that in framing 
these amendments, difficulties imposed on the 
independent medical practitioners who consti- 
tute the largest majority in the medical profes- 
sion, have not been sufficiently considered. As 
many as 29 drugs and their preparations are to 
be included in the list of poisonous drugs, and 
the practitioner is required to maintain a record 
of purchase and sales of every one of these 
drugs and their preparations. The enormity of 
the task imposed on the practitioners can, to 
some extent only, be gauged by the knowledge 
that quite a large number of these drugs are of 
very common daily use to the general practi- 
tioner. 


Dr. AMIR AHMAD, a registered practitioner, 
said that the Excise Inspector who is to be 
authorised to check the register of balance and 
sale of each of these drugs will, on his periodi- 
cal visits, take up a considerable time of the 


—EDITOR 


practitioners, perhaps to the detriment of his 
practice. Moreover this constant control of the 
Excise Inspector amounts, to lowering the dig- 
nity of the noble profession of medicine or turn- 
ing qualified medical men into druggists in 
order to be able to keep with them the drugs 
necessary for their practice. This will be a 
great humiliation and would retard the free 
growth of the independent medical profession. 
If by these amendments it is intended to pre- 
vent improper use of the poisons, it is pre- 
posterous to imagine that an Excise Inspecter 
is in a position todo so. Hecan neither judge 
as to the suitability of a poison for the treat- 
ment of a particular disease nor can he presume 
to remark on the adequacy or otherwise of the 
dosage prescribed. 


Dr. Fansreca, M. B., remarked that if the 
Government desires to protect the public from 
the quacks meddling with poisonous drugs, 
such rules should be made as to prohibit these 
practitioners to store and prescribe these 
poisonous drugs, but the qualified people should 
not be penalised for their sake. 


Another objectionable feature of these amend- 
ments, as pointed out by Dr. Fansxca, is that a 
qualified practitioner shall be allow ed to dis- 
pense these poisonous drugs only when pre- 
scribed by himself. He cannot dispense a 
prescription containing the same drugs of any 
other doctor unless he holds a license for the pur- 
pose. There is no apparent reason why the man 
who can be trusted to safely handle the poisons 
in one case should be considered unreliable 
in the case of others, nor it is clear how reli- 
ability can be ensured by the mere holding of a 
license. It is therefore clear that the condition of 
a license seems to have been laid to tap a source 
of income in the form of license and registra- 
tion fees from the unregistered practitioners. 


At the end Dr. I. N. SAXENA, an elected re- 
presentative of the private practitioners at the 
U. P. Medical Council summing up the speeches 
delivered by various. speakers, characterised 
the amendments as obnoxious and said that in 
as much as the amendments proposed by the 
Government contribute to the benefits of the 
profession and safety of the public, they area 
welcome change, but the convenience of the ge- 
neral practitioners has been deliberately disre- 
garded. He suggested that the Government be 
requested to expunge draft amendments pro- 





Vol. II. No. II 
July, 1932 


posed to be added as note I and II to rule 3 of 
the Poison’s Act as far as qualified medical 
practitioners are concerned. He, however, wel- 
comed the amendments to rule and rule 9, 
which in his opinion is a change in the right 
direction as they will contribute to the benefit 
of the qualified medical profession as well as to 
the safety of the public. While referring to the 
morphia rules framed by the U. P. Government 
and probably based on the decision of the 
Genoa convention, he said that the Government 
should be approached with a request that there 
should also be no restrictions to the quantity of 
morphia and opium drugs used by a qualified 
practitioner, provided he holds a license for 
selling the drug, and the morphia tablets and 
ampoules should be exempted from the above 
rules. 


Afterwards several resolutions relating to 
the deletion or change of the amendments were 
moved and passed. It was also agreed that 
these resolutions should be sent to-the Govern- 
ment and Medical Councils for sympathetic con- 
sideration. 


The meeting dispersed with a vote of thanks 
to the chair. 


Bengal State Medical Faculty 


The following gentlemen have been appoint- 
ed members of the Governing Body of the 
Bengal State Medical Faculty for a period of 
two years, with effect from the 8th June 1933: 


Lt. Col. A. H. Proctor, M.D., F.R.C.S., I.M.S.—President 
(ex-officio) 

Lt. Col. A. D. Stewart, M.B., Ch. B. D.P.H., I.MS.. 

Dr. B. N. Ghosh, L.M.s., F. R. F. P. and s., L.M. 

Dr. U. P. Basu, M. B., F-.R.C.P. 

Lt. Col. R. N. Chopra, M.D., 1I.M.S. 

Dr. Susil Kumar Mukherjee, D.O., D.O.M.S., F.R.C.S. 

Dr. Pratulpati Ganguli, L.M.s., D.T.M. 

Sir Kedar Nath Das, Kt. C1. E., M.D., F.C.0.G. 

Lt. Col. T. C. Boyd, F.R.C.S., D.P.H., I.M.S. 

Major H. E. Murray, M.D., M. Ch. LMS. 


and the superintendents of the Medical Schools at Burdwan 
Mymensing, Bankura, Chittagong, Calcutta and the prin- 
cipal of the National Medical Institute, Calcutta. 


Malabar Medical Association 


The second anniversary of the Malabar 
Medical Association was celebrated in the Cali- 
cut Town Hall on July 9. Mayor A. J. Cox, 
1.M.S. District Medical Officer, Malabar, presided. 


After Dr. V. KRISHNA MENON, the Secretary, 
had read the annual report Dr. RAMA KAMATH 
of Madras delivered an interesting and instruc- 
tive lecture on “Medical Relief.” 


Office-bearers for the coming year were then 
elected. Major A. J. Cox, .m.s. and Dr. V. 
KRISHNA MENON were re-elected President and 
Secretary respectively. 
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Jadabpur T. B. Hospital, 24 Pergs. (Bengal). 


The Tenth Annual General Meeting of the 
Calcutta Medical Aid and Research Society 
was held at the Jadabpur Hospital premises 
on the 30th April when the report and accounts 
for the year 1932 were adopted. ‘The report of 
the Jadabpur Tuberculosis Hospital which is 
affiliated to the Society discloses a year of 
steady progress, sixty per cent of the cases 
admitted having been discharged as cured or 
greatly improved. 


The following members were reelected to 
the Governing Body for the year 1933: 

Sir Nilratan Sirear, Kt. President, Sir P. C. Roy, Kt, Dr. 
B.C. Roy, Mr. S. C. Bose, Mr. Prabhudayal Himatsingka, 
Lt. Col. A. Denham White, I.mM.s. (Govt. Nominee), “Mr. 
Ramaprasad Mukherji, Mr. Rajendranarayan Banerjee 
Corporation Representatives), Mrs. Maya Bose, Sj. Satya 
nanda Bose, Hon. Treasurer. Dr. K.S. Ray, Hon. Secretary’ 
jabu Badri Narayan Chetlangia of Naida, Mr. H. D. Bose 
Mrs. Denham White. 


All India Medical Licentiates Association 


A general body meeting of all the Licentiates 
of Bombay was held at Dr. U. B. NARAYANRAO’S 
residence, on the 9th July. Dr. NARAYANRAO, 
who presided explained the plan of work to be 
followed in connection with the ensuing Con- 
ference during X’mas week, and appealed to 
those present to unite and co-operate to make 
the session a success. 

The following Office-bearers were then elected :—Dr. 
U. B. Narayanrao, Chairman of the Reception Committee ; 
Dr. M. N. Talati, General and Publicity Secretary ; Dr. A. D. 
Mastakera, Secretary, Finance Committee; Dr. Joshi 
Mirajwala, Secretary, Exhibition Committee; Dr. M. V. 
Hegde, Secretary Entertainment Committee ; Dr. U. A. Rao, 
Secretary, Scientific Committee ; Dr. B. M. Talati, Secretary, 
Accommodation Committee; Dr. S. N. Ganti, Secretary, 
Suburban Committee. 


It was also resolved to send appeals to all 
the Licentiates of the Presidency to enlist them- 
selves as Members of the Reception Committee, 
the fees being fixed at Rs. 5/- and 10/- and 
over. About four hundred rupees were subs- 
cribed on the spot. The meeting then termi- 
nated with a vote of thanks to the chair. 


Mysore Medical Council 


The Mysore Medical Council has been cons- 
tituted under Sections 5 and 7 of the Mysore 
Medical Practitioners Registration Regulation, 
as follows: 


Dr. Subba Rao, Senior Surgeon in Mysore (President, 
nominated by Government), Dr. B. K. Narayana Rao (elected 
by the Medical Faculty of the Mysore University), Mr. 
C. Raju Iyengar and Mr. A. M. Ponnambalam (elected by 
the registered practitioners who are graduates in medicine), 
Mr. B. G. Naghabushanam and Dr. H. B. Mylvaganam 
(elected by all other registered practitioners) and Dr. J. F. 
Robinson, Miss. M. C. Albuquerque, Major Y. V. Krishna- 
murthi and Capt. Y. V. Ayya (nominated by Government) 
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Bareilly Medical Association 


Annual Report, 1932. 


The number of members on the roll was ten. Arrange- 
ments are being made to start a Clinical Laboratory in the 
city by voluntary contribution from amongst members of 
the profession. 


The Association sent one delegate to the All India Medi- 
cal Conference held at Lucknow in Dec. 1932. 


The following office bearers were elected for the year 
1933. 


President : Rai Bahadur Dr. Hara Prasad, L.M.S. 
(Retd. Asst. Surgeon) 

Dr: B. K. Mukerji, 1.M.s. 

Mobarik Shah Khan, L.M.P. 

L,. B. Gupta, L. M. P. 

Niranjan Prasad, M.B., B.S. 

Cc. V. Chaturbedi, M.B., B.s. 

Lall Singh, 1.M.P. 


Secretary : 
Treasurer : 
Librarian : 
Members: 


Punjab Branch 
Annual Report, 1932. 


In the year under report four more district branches, 
Lyallpur, Gujranwala, Sialkot and Ludhiana were affiliated 
making a total of eight. 


Negotiations for opening a branch at Simla were made 
with various doctors there but no definite results have come 
out of that so far. Weare in communication with Rawal- 
pindi people, and we hope very soon to get a branch esta- 
blished there. 


At the close of the year 1931, the total number of our 
membership was 115. At the close of the year 1932, the 
number of the members rose to 184, as detailed below :— 


Lahore . % 55 
Amritsar ; 27 
Multan A 24 
Sialkot F . 22 


Ludhiana ; 20 
Gujranwala ; 14 
Lyallpur 12 
Ferozepore 10 


Total 184 


The question of the contribution towards the Central 
and Provincial Funds has been a complicated one and has 
engaged our attention for the last 3 years. Originally the 
Central body laid down that the usual annual subscription 
per member should be Rs. 12/- all over India. This was 
kept with a view to keep a unified amount all over the 
country, but as many of the branches expressed their inabi- 
lity to raise that amount from every member, it was decided 
that every branch should be given the choice of fixing their 
own subscription according to their requirements, with the 
condition that the Central Branch should be given Rs. 3/- 
per member per annum for all the members on the roll and 
in return of that they promised to supply a copy of the 
Journal to every member. But, we in the Punjab have been 
in a very peculiar position from the very beginning. While 
all other provinces have got branches only in their capital 


towns, we have organised district branches and also a 
provincial branch at the head of these. To carry on the 
provincial organisation we require finance. We have, 
therefore, been objecting to Rs. 3 - per member to the 
Central Fund from the very beginning. So far, we have 
paid the subscription of Re. 1/- per member. But during 
the last annual session of the I. M.A. held at Lucknow, 
after a good deal of discussion in the Central Council, the 
Punjab delegates had to fall in with the views of the others, 
and it was finally decided that all the branches, whether 
provincial or district must pay Rs 3/- per member per 
annum. Therefore, for the year 1930, we shall have to pay 
Rs. 3/- per member for all our members, But according to 
Rule for every Rs. 3/- we contribute to the Central Fund, 
Re. 1/- will be refunded to us for carrying on the Provincial 
organisation. In other words, we shall have to pay Rs. 2/- 
annually per member on our roll. 


Activities: (1) During the last small pox epidemic in 
Lahore, at the request of the President and the Health 
Officer of the Lahore Municipal Committee, a meeting of 
the members of, the Medical Association was arranged in 
the Town Hall, Lahore, to consider the ways and means to 
grapple with the epidemic. 22 of our members offered their 
free services to help the Municipal Committee in vaccinating 
the people. It was also proposed in that meeting to have 
a health committee in each ward of the Municipal area, in 
which the members of I. M. A. would give services as Hony. 
Advisers. 


(2) Atthe last Conference of the Association, 
held at Amiritsar, it was decided to send a representative of 
the Association to the Punjab Medical Council, and other 
elections. In pursuance of this mandate the Punjab Branch 
supported two of its members, Dr. DAULAT RAM, Dr. B. J. 
Sahni, both of whom were returned. 


(3) The Association sent two memoranda to 
the I.G.C.H., Punjab, one drawing his attention to a number 
of drawbacks and handicaps from which the private practi- 
tioners are suffering in the province and the other with 
reference to the working of the civil hospitals in the pro- 
vince. The Association made some _ valuable sugges- 
tions which if adopted would be of great benefit to the pro- 
fession in the Province 


(4) Some of the Insurance Companies have not 
employed private practitioners as their medical examiners. 
On this point we are corresponding with these companies. 
So far no tangible result has come out, but we hope to 
settle this question. 


(5) The following members from the Punjab 
attended the Annual Conference of the Association held at 
Lucknow : 


Amritsar : Dr. Dhanpat Rai, Major Amir Chand, 
Dr. Guranditta Mal & Dr. Mohan Lal. 
Lahore : Dr. B. J. Sahni, Dr. B. R. Khanna, 
Dr. B. L. Kapur, Dr. Prem Nath & 
Dr. S. N. Kaul. 


Nagpur Branch 


Annual Report, 1932. 


The Association was formed in last March 1932. 
Representation was made to all the universities having 
medical colleges to allow medical licentiates to appear for 
the university degrees after enforcing certain restrictions. 
We could not meet with success but we have set the ball 
rolling. 
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A meeting of the medical men of Nagpur to protest 
against the Indian Medical Bill was held under the auspices 
of the branch, when the following resolution was passed the 
copies of which were sent to the members of the Assembly 
from C. P. 


The resolution runs thus : 


The honour, dignity and interests of the Indian medical 
profession demand that you reject the Indian Medical Bill 
or else amend it in accordance with the recommendation 
of the Indian Medical Assocation. 


The medical library could not be organised for want of 
sufficient funds but now we have some saving which will 
help the coming office bearers to move in the matter. 


Bombay Branch 
Annual Report, 1932 


Membership :—The total number of membership on the 
roll was thirty-nine out of these two are life members 
and the rest ordinary members. Five have resigned. Thus 
on the first of January there will be nearly 33 members on 
the roll. Last year the total number of members was 
twenty-seven. 


Meetings : Two meetings were held during the year. 


Propaganda: Dr. Sathaye visited Ahmedabad in July 
and addressed a meeting of the medical profession and ex- 
plained the drawbacks of the Indian Medical Council Bill. 
He also met the local Medical Society members and 
discussed with them the utility of organising a branch of 
the Association, 


In August Nasik was visited and the members of the 
Local Medical Union were addressed at a meeting regarding 
the work of the Association. Asa result of this the Nasik 
Medical Union is also an affiliated body. 


The Nasik Medical Union held a public meeting under 
the presidentship of Dr. Jodhi and protested against the Bill. 


In the same month Sholapur and Bijapur were visited by 
Dr. Sathaye during the third week. At Sholapura meeting 
was held under the Presidentship of Dr. V. V. Mulay when 
Indian Medical Council Bill was explained with special 
reference to its drawbacks. Sholapur Medical Body will 
also be affiliated most probably by April. 


Then at Bijapur also a meeting was organised under the 
Presidentship of Dr. V. R. Padbidri. Bijapur has not got 
any medical body as yet a branch of the Association is pro- 
mised as soon as the epidemic of plague subsides, when this 
question can be taken up. 


Dr. Sathaye also visited Chopda in Jalgoan district and 
formed a sub-branch under Jalgoan branch. 


The Ahmedabad Medical Society have undertaken the 
work of organising branches in Gujarat districts and Kathi- 
awar. The President of the Branch is thinking of going on 
tour if no work is done in Gujarat next year. 


This branch was going to start a lecture series for the 
practitioners in November but unfortunately due to unfore- 
seen difficulties this lecture series could not materialize ; 
It is, however, expected to start itin the middle of January 


1933. 


The Bombay Provincal Branch has branches at Bombay, 
Jalgoan and Poona and affiliated bodies at Ahmedabad and 
Nasik. 


Karnatak districts namely, Belgaon, Bijapur, Dharwar 
and Kanara will be organised next year. At all these 
places there are members who are already enrolled from 
Bombay at the Bombay Branch. The work of organising 
the rest of Maharashtra will also be taken up next year. 


Correspondence 


[The Editor is not responsible for the 
views expressed by correspondents] 


Indian Medical Council Bill 
Government's Latest move 


To The Editor. 
Dear Sir, 


Thanks to the efforts of the members of the Legislative 
Assembly on behalf of the Indian medical profession they 
were able to score a point in obtaining an assurance that 
reference would be made to the various Provincial Govern- 
ments on the question of the introduction of a uniform 
standard of education for the medical licentiates throughout 
British India, but the way Government are setting about 
the enquiry does not serve to instil any confidence. This is 
a point that needs to be brought to public notice and also 
to the notice of the members of the Legislative Assembly. 


If the assurance given by Government in the Assembly 
is to be redeemed not merely in letter but in spirit, it is 
necessary that when reference is made to the provinces the 
opinions sought should not be those of the various 
Surgeons-General but the opinion of the medical profession 
in the province as far as possible. The view-points of the 
two are entirely different. One is merely official and 
bureaucratic whereas the other is unofficial and popular. 
At the same time, some semblance of consulting the latter 
is made by circulating the Governmant of India question- 
naire to the members of the Provincial State Medical 


Faculty. I say “semblance” because the questionnaire did 
not issue from the State Medical Faculty (in Bengal at least) 
till the 15th June when a considered reply was called for 
by the 15th, the letter from the Government of India was 
dated 18th May. Apart from the fact that this gives the 
members little or no time in which to formulate and submit 
their opinion it does give a handle to the Surgeon General 
to submit his own opinion without having consulted the 
members on the plea of want of time. This suggestion 
actually finds expression in the circular issued by the 
Secretary, State Medical Faculty. 


Moreover, it is not understood why the reference should 
be made to the State Medical Faculty and not to the 
Council of Medical Registration, Bengal. The difference 
between these two bodies requires to be pointed out in 
order to show what importance attaches to the reference 
being made to the one and not to theother. The State 
Medical Faculty is merely an examining board whereas the 
Council of Medical Registration is a statutory body entrus- 
ted with the control of medical standards in the province 
and medical education. This latter, therefore, was the 
proper body to have been consulted. There is also this 
difference that the State Medical Faculty is composed of 
entirely nominated members having for their President ex- 
officio the Surgeon-General whose opinion may over-ride 
that of the majority, and it would seem that on this occasion 
the President is happy to be in this position. On the other 
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hand, the Council of Medical Registration, although posses- 
sing on official majority, has still an elected element which 
may at times sway opinion in their direction. Undoubtedly 
these differences must have consciously or subconsciously 
directed the reference to the State Medical Faculty rather 
than to the Council of Medical Registration. 


Incidentally, I may mention that the State Medical Facul- 
ties are subordinate to the Council of Medical Registration 
in respect of medical standards and bound to carry out the 
latter’s recommendations otherwise it would be within the 
competence of the latter body to withdraw recognition 
from the diplomas granted by the State Medical Faculty 
and debar holders of these diplomas from _ registration 
thereby. Some of these Councils, Bengal certainly, have 
recommended the raising of the Licentiate standards and 
it would appear that unless the State Medical Faculties are 
prepared to carry out their recommendations a serious 
impasse is likely to arise. It may be assumed that the 
Council were uot so foolish as to overlook the financial 
aspect and make recommendations that were unpractical. 
I refer to this point because it would appear that an at‘empt 
is being made to point out the impossibility of achieving a 
uniform standard for the Licentiate education because “of 
the impracticability of achieving a higher standard owing 
to the impossibility of finding the necessary finance. 
Government's policy at present is extremely wasteful, 
instead of trying to develope a number of ill-equipped 
schools of low efficie ney it would be far more economical 
and efficient to have a few well-equipped and well run 
institutions. In point of fact, the Indian Medical Associa- 
tion offered to formulate a scheme for Government whereby 
a much higher standard could be achieved with very little 
additional expense. 


There is no doubt that the standard of Licentiate educa- 
cation requies to be raised whether to the M. B. level or 
something lower than the M.B. In Bengal the Council of 
Medical Registration suggested the lengthening of the 
course of the Licentiate to five years and a somewhat better 
entrance qualification. The present period of four year 
training curriculum were introduced some 30 years ago 
during which time medical science has made such vast 
strides that it is imperative that the curricnlum should be 
revised and brought up to date. 


In regard to the investigation of the various standards 
of Licentiate education in the different provinces it is evident 
that there must be a considerable degree of uniformity 
already existing. This is evident from the simple fact that 
the diplomas granted by the various State Medical Facul- 
ties are reciprocally recognised in the various provinces. 
There certainly are variations in standards but there must 
be a sufficient degree of uniformity among all these stan- 
dards for practical purposes. To my mind therefore it is 
not the question of uniformity that offers any great difficulty 
from the point of view of the Indian Medical Council Bill 
but the necessity of having a uniform minimum standard 
throughout India Siandards may vary in degree from 
province to province. It may, for instance in Bengal 
to-day, be greatly ii advance of some other province, but 
however they may vary from province to province, so far 
as the Indian Medical Council will be concerned it will have 
to see that no province falls below the standard it prescri- 
bes. Indeed, this was exactly the proposal made in regard 
to the Graduates and the same thing should hold good for 
the Licentiates. 


We are inastrange case here. Medical matters are so 
much in the hands of the official element that when the 
Governmeat of India makes a reference on such a matter 
to the Provincial Governments it falls within the office of 
an executive councillor in charge of reserved subjects 
(standard of medical qualification being a reserved subject) 
and not toa popular Minister in charge of the transferred 
subjects. This fact was only recently brought to notice in 
Bengal. It is a strange irony that when in higher councils 
the question of handing greater powers to Indians for the 
management of their own affairs is being discussed, in this 
much smaller sphere we should encounter “such severe oppo- 
sition and tactics calculated to retard our development in 
reponsibility. 


Yours etc. 


44, European Asylum Lane, 
CALCUTTA 
The 20th June 1933 


KUMUD SANKAR RAY. 


Book Reviews 


Wheeler & Jack’s Handbook of Medicine—revised 
by Dr. John Henderson, M. D., F.R.F.P.S. 
(Glas.) published by E. S. Livingstone, Edin- 
burgh. Sole Agents in India, Messrs Butterworth 
& Co. (India) Ltd., D/C., 1/16, pages 654. Price 
Rs. 9/6/-. 


The 9th Edition of this book maintains the 
high standard and tradition of its predecessor. 
Several generations of students are familiar 
with this popular hand-book as a reliable guide 
for revision. Itis an ideal book for students 
going up tor the different License examinations 
and can also safely be recommended for those 
going up for university degree as a valuable 
help during examination. 


In the new edition the monograph on Vita- 
mins, Pernicious Anaemia, Arthritis deformans, 
Encephalitis lethargica have been written 
while new articles on Coronary thrombosis, 


Bundle branch Block, Syphilis of the stomach, 
Hepatic Efficiency and  Cholecystography, 
Acute Febrile Polyneuritis, Narcolepsy and 
various types on Neurosis have been added, 
thus making as complete a survey as possible 
on all branches of medicine. 

B.N.G. 


The Indian Medical Council and Associate 
Problems—by C. P. Chaube, M.B., B.S. (Delhi) 
and Published by the Author. Demy 1/8, p. 138. 


Dr. CHAUBE in this book has traced the 
origin and development of the western medical 
system from the days of the British occupation 
down to the introduction of the Indian Medical 
Bill. He has divided his book into fourteen 
chapters, has discussed and criticised the 
composition, object and reason of the Indian 
Medical Degrees Act of 1916, and the Provincial 
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Medical Councils, in clear and well written 
language. The Indian Medical Service has not 
escaped his critical judgement. He has dealt 
with the recommendations of the services sub- 
committee at the Round Table Conference with 
reason and vigour. The book contains many 
valuable observations about the present day 
medico-political subjects which are agitating 
the mind of the profession and the public. But 
the book has become somewhat out of date as 
regards the Indian Medical Council Bill, for the 
Government of India has already altered the 
the original bill. 

S.C.S.G. 


A pocket guide to Medical Life Assurance—By 
J. J. Cursetzit, M.D., L.R.C.P., L.R.C.S., 
F.C.V.S. (Bombay) J.P., Chief Medical Officer, 
The Oriental Life Assurance Go. Ltd. ‘Third 
Edition, Published by Jehangir J. Cursetiji, 
Bombay, D/C 1/16, pages 274. 


With the extension of life insurance business 
in India, the need for skilled medical examina- 
tion, as well as reliable data, based on Indian 
conditions has been increasingly felt by all 
persons interested in such work. Dr. CURSETJI’S 
Pocket Guide to Medical Life Assurance (Third 
Edition) will go a great way to remove this 
long-felt and urgent want. Hitherto calcula- 
tions were based on the experiences of the 
British and American offices, with such arbi- 


trary variations as were deemed to be necessary. 
This mode of reckoning can hardly be called 
scientific. The table of height, weight, thoracic 
and abdominal girths, divided into age-groups 
and the table of blood-pressure also, taken from 
a very large number of people inhabiting 
different provinces in India may be truly con- 
sidered to constitute the norm from which 
abnormalities may be properly determined. 
This book is not only of value to the managers 
of all insurance offices operating in India, 
whether indigenous or foreign, but will prove 
of material assistance to all medical examiners 
of life insurance case. The book contains many 
useful points which cannot fail to be of service 
to busy medical practitioners who can give only 
a small part of their time to insurance examina- 
tion. The book, however, leaves many questions 
open and unsettled and frequently advises 
medical ex c<aminers to leave matter to the deci- 
sion of the Head office. This may be alright 
for one or two companies with Head offices 
nearby but cannot be considered suitable for 
many companies. W itis wanted is the raison 
d’etre in particular cases which guides the 
chief medical officer in correctly assessing the 

value of risks in those particular cases. ‘This 
is especially so, in relation to substandard lives. 
We hope Dr. CurRSET]I in his subsequent 
edition will remove this real want. 

S.C.S.G. 


We regret that through oversight we did not mention that MErssrs BUTTERWORTH & Co., Lrp. are the Sole Agents in 
India, for Hans Prinzhorn’s book. “Psychotherapy” the review of which appeared in Vol. II No. 10 of our Journal. 


—Editor. 


Current Medical Literature 


MEDICINE 
Lobar Pneumonia. 


Oris S. WARR and JAcos ALPERIN (Annals 
Int. Med. No. 11, 1474, May, 1933), as a result 
of analytical study of 2039 cases of lobar pneu- 
monia at the Memphis General Hospital from 
1916 to 1931 inclusive, summarise their observa- 
tions as follows : 


1. The mortality rate in the entire series 
was 27.1 per cent. 


A comparative study of temperature 
pulse rate, blood pressure, and blood 
count of those who died and those who 
recovered, yielded no significant differ- 
ence which would aid in the prognosis. 


In cases with a positive blood culture 
the mortality rate was 52.2 per cent as 
compared with 24.2 per cent for those 
with a negative culture. 


9 


Digitalis was employed in 1231 cases 
with a mortality rate of 31.1 per cent, as 
compared with an average of 27.1 per 
cent for the entire series and 17.6 per cent 
for those treated symptomatically. 


J.C.B. 


The Problem of Relapse in Chronic Plumonary 
Tuberculosis. 


R. C. WINGFIELD (The Lancet, June 3, 1933) 
draws attention to the fact that an undue pro- 
portion of apparently successfully treated cases 
of pulmonary tuberculosis relapse and the 
expectation of life among those relapsed cases 
is not long. By relapse the author means the 
sudden appearance of definite fresh lesions 
in parts of the lung where no lesion was de- 
monstrable before. Proper “after care”, accor- 
ding to him, is no guarantee against sucha 
relapse. He emphasises on the following five 
salient features of relapses: (1) No obvious 





prodromata, (2) In some cases appearance of 
fresh lesions is not accompanied by any symp- 
toms, in the majority symptoms and signs are 
too few to be detected; only occasionally 
it is accompanied by a_ severe reaction 
(3) physical signs are often evanescent, 
(4) symptoms, if they are present, are of short 
duration and disappear completely, (5) there 
is an indefinite latent period before the second 
appearance of symptoms which will often yield 
to the mildest treatment. ‘These relapses are 
due toa state of hypersensitiveness on the part 
of a patient. With a view to the prevention of 
relapses amongst immediately successfully 
treated cases, the author advocates their desen- 
sitisation by carefully controlled doses of 
tuberculin. 


J.C.B. 


Apoplexy 


O. C. PERKINS (Annals Int. Med. No. 11, 1386, 
May, 1933) in a study of 801 cases with a definite 
diagnosis of apoplexy, concludes the following : 


(1) The largest number of cases or 29.9 per 
cent occurred between the ages of 60—68 
years. 


Of the 647 patients whose blood pressure 
was recorded, 31.6 per cent had systolic 
blood pressures between 140—170 m.m. 
of mercury. Thus the belief that very 
high blood pressure is essential for 
apoplexy is inaccurate. 


Of the 617 patients whose blood for 
Wassermann test was taken, only 8.58 
per cent gave a positive reaction. 


The largest number admitted was in 
January, admissions were few in July, 
August and September. From January 
to July the number ran consistently 
high. 


The sex distribution in the series was 
56.1 per cent males to 43.9 per cent 
females. 


Of the patients showing paralysis, 53.2 
per cent had a lesion in the left cerebral 
hemisphere. 


The mortality in the series for the five 
years was 78.6 per cent. 

Lastly the writer points out to the well 
recognised fact that it is exceptional for 
any of the cerebral vascular accidents, 
even haemorrhage, to occur during great 
exertion. 


J.C. B. 
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The Incidence of Tuberculosis in Diabetes 


L. I. KRAMER and H. A. LAwson (Annals 
Int. Med. No. 11, 1426, May, 1933) asa result of 
their continued observations on 500 active dia- 
betics, of which 408 were X’rayed, found only 
5 active cases of pulmonary tuberculosis with 
positive radiological evidence. In no case did 
they find the serious hilum type of tuberculosis 
as described by SosMAN and SEIDL. All of 
their cases of active tuberculosis were still alive, 
the longest duration of the tuberculous infection 
in their group being 3 years and 10 months. 
Lastly they emphasise that the incidence of 
tuberculosis in their group corresponded closely 
to that noted in recently published statistics. 
In their experience tuberculosis did not occur 
any more frequently in diabetics than in non- 
diabetics. When tuberculosis did develop, it 
did not run a more unfavourable course than in 
non-diabetics. 


J. C. B. 


The Nature of the Hemopoietic factor in Marmite. 


Lucy Wiis (The Lancet, June 17, 1933) 
undertook clinical trials particularly with a 
view to investigate the haemopoietic action, 
if any, of vitamin B, from yeast and other 
sources. As a result of her works she points out 
that various preparations containing vitamin 
B,, B. and By, failed to show any haemopoietic 
response in tropical marcocytic anaemias. 
Marmite, an autolysed yeast product, was 
however active in similar cases. The haemo- 
poietic factor in marmite, according to her, is 
water and alcohol-soluble and heat-stable, pos- 
sibly being of the nature of a protein break- 
down product. 


J. C. B. 


Relation of the Stippled cell and the Polychromatic 
Cell to the Reticulocyte 


L. E. H. Wuitsy and C. J.C. Brrrron (The 
Lancet, June 3, 1933) as a result of experimental 
investigations on rabbits who were injected in- 
travenously with 0.44% colloidal lead and with 
4% neutral aqueous solution of phenyl hydra- 
zine hydrochloride, conclude that (1) Polychro- 
masia and stippling are both manifestations of 
the phenomenon of reticulation (2) The poly- 
chromatic cells of Leishman-stained films and 
the reticulocytes of the con ge 4 stained 
films are identical and normal, (3) stippling is 
a minor change in the polychromatic material 
of the young red cell, the change taking place 
in the bone marrow. The alteration appears 
to have no efle:t on the effeciency or life of 


the cell. 
a: om 
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SURGERY 
Burns 


A. G. BETTMAN (Amer. Jour. Surg. 1.33, 
April, 1933) writes that the first consideration 
in the treatment of extensive burns is to save 
the patient’s life, which is frequently sacrificed 
to shock, toxemia or blood concentration ; 
second, to treat the wound so as to promote 
healing in the shortest possible time; and third, 
reconstruction. 


There is immediate necessity for the admi- 
nistration of a hypodermic injection of morphine 
s tod gr. when the patient is in considerable 
pain and is rapidly going to shock. Children 
may be given codein. The narcotic is to be 
repeated as may be indicated. 


Sterile gauze wet with 5 per cent, freshly 
prepared warm solution of tannic acid is laid 
on the burned area, or the tannic acid solution 
may be applied directly by means of an 
atomizer. When tannic acid solution is applied 
to burned tissues, the soluble protein is 
precipitated and the raw surfaces are covered 
by a firm coating, which acts as a protective 
dressing. Patients with tannic acid solution 
become very comfortable very shortly. 


Fluid should be administered in considerable 
quantities, as in extensive burns there is an 
outpouring of body fluids and a concentration 
of haemoglobin and other blood elements 
occurs. 


Tannic acid treatment has reduced markedly 
deaths that occur after first 24 hours. 


The pathology resulting from burn is found 
principally in liver and spleen. There is fatty 
degeneration of the liver with an accumulation 
of degenerating white cells in the capillaries 
causing a circulatory leucopenia. The spleen 
is overfilled with epithelial cells and nuclear 
debris. Some autopsies show degeneration 
of the adrenals. Early the kidney elements are 
swollen and the urinary output is decreased 
but no permanent kidney injury is found when 
recovery takes place. 


J. &. ©. 


Segmental Peridural Spinal Anaesthesia 


A.M. Docuiorri (Amer. Jour. Surg. 1: 107 
April, 1933) describes a new method of block 
anaesthesia, which produces a_ complete, 
sufficiently long and deep anaesthesia in any 
part of the body to enable any surgical inter- 
vention to be carried out. The patient lies on 
his side on which the deeper degree of anasthe- 
sia is desired. The space between the vertebre 


into which the injection is to be made will be 
chosen at the level at which anaesthesia is 
desired. For anaesthesia of the lower limbs, 
pelvis and its organs, L;—L,. Anaesthesia of 
the lower abdomen from D,,. to Ly. Anaesthesia 
of the upper abdomen D, to D,». Anaesthesia 
of the thorax and the upper limbs from 
D, to D,5. Anaesthesia of the neck C, to Cs. 
50 to 60 cc. of 1 per cent solution of novocaine 
or stovaine with 20 to 25 drops of adrenalin is 
injected into the peridural space. It spreads 
along the meningeal sheaths which surround 
the nerves and spinal ganglia, the anaesthetic 
solution is thus in uninterrupted contact with 
the spinal nerves over a considerable period. 
First, 15 to 20 ec. of anaesthetic solution is 
injected and the patient is carefully watched 
and then 30 to 40 cc. of the anaesthetic solution 
in injected. This peridural method possesses 
greater advantage to local anaesthesia. 


J. N. D. 


The Surgical Removal and Histological Studies of 
Sympathetic Ganglia in Raynaud's disease, 
lhromboangiitis Obliterans, Chronic 
Infectious Arthritis and Scleroderma 


W. Mac. Craig & J. W. KERNOHAN (Jour. 
Surg. Obst. and Gyn. No. 4, April, 1933) describe 
sympathetic ganglionectomy, according to the 
technique of ApSON, on 108 patients suffering 
from (1) Raynaud’s disease (2) Thrombo—angii- 
tis obliterans (3) chronic infectious arthritis 
not amenable to other therapeutic agents and 
(4) scleroderma, followed by relief of symptoms. 
The ganglia so resected for the conditions 
described and those of forty cases dying of other 
diseases used as control, were examined under 
microscope. No distinctive feature is said to 
have been found which may give light as to 
the causation of the various vascular distur- 
bances found in these diseases. An illustrative 
case from each group of the diseases having 
typical symptoms that have been relieved by 
this operative method, has been described. 


In their study of the ganglion cells of the 
sympathetic system, a definite increase in the 
deposition of pigment in the cells with advanc- 
ing age was constantly noted, but they are of 
opinion that this has no connection with the 
disease process, for which the ganglia were 


removed. 
A.N. R. 


The Application of Surgery to the Hypoglycaemic State 
Due to Islet Tumours of the Pancreas and to 
Other Conditions 


E. A. GRAHAM & NATHAN A. WOMACK (Jour. 
Surg. Obst. and Gyn. No. 4, April 1933) refer to 





the investigation of ROLLIN WoopyarTT, BENs- 
LEY, and RusSSEL WILDER ona case of carcinoma 
of the islands of LANGERHANS which was asso- 
ciated with evidence of hypoglycaemia. They 
encountered six cases of proved tumour of islet 
tissue, of which three were operated with suc- 
cessful results and in the three others in which 
no operation was performed, the tumours were 
found at autopsy. The absence of mortality 
and the uniformly dramatic recoveries of the 
cases operated have led them to advocate the 
more prompt and surgical exploration in cases 
of hypoglycaemia of unexplained origin. In 
order to understand the picture presented by 
an active tumour of the islands of LANGER- 
HANS, some of the commonest manifestations of 
hypoglycaemia are described. They are—a 
feeling of malaise, lassitude, inactivity to per- 
form mental or physical work, often accompa- 
nied by trembling and sweating. Amnesia is 
another common symptom of great value. 
Mental confusion resembling alcohol intoxica- 
tion is very common and crises resembling 
epileptic convulsions have been noted so often 
that the first diagnosis made in several of the 
reported cases of islands of LANGERHANS has 
been that of epilepsy. 


The first case operated—a young man of 19, 
was diagnosed by a physician to be a case of 
epilepsy because of repeated convulsive attacks. 
He was ravenously hungry and food especially 
sweets seemed to prevent his attacks. Blood 
sugar 44 mgm. per 100 ce. The second case—a 
farmer of 44 was taken, one morning before 
breakfast, by a mental confusion resembling 
alcoholic intoxication but after eating his 
breakfast he felt normal, and his wife noticed 
that if she fed him several times at night his 
attacks could be prevented. On laparotomy, a 
tumour at the junction of the body and the tail 
on the anterior surface was found and operated 
with success. 


The third case—young man of 22, was unique 
in having two tumours requiring two opera- 
tions. He noticed twitchings of his legs after 
walking a few steps particularly at the end of 
his day’s work but after dinner he could walk a 
longer distance. He had attacks of petit mal 
and blood sugar was 22 mgm. per 100 cc. 


A. N. R. 


A Method of Treating Irreducible Prolapse of the Rectum 


Monvr R. Rerp (Amer. Jour. Surg. 359, May, 
1933,) reports some successful cases of irreduci- 
ble prolapse of the rectum with illustration. A 
description of a non-surgical operative proce- 
dure of treating some oedematous, ulcerated and 
irreducible prolapse of the rectum is given. 
A rubber tubing about an inch in diameter 


a 
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is inserted into the prolapsed rectum and 
passed through the sphincters well up into the 
rectum. By palpating over the tube thus 
inserted the operator may be sure that there is 
no herniation of intestine which if present, the 
operation is contraindicated. The tube is 
anchored in situ by means of a couple of heavy 
silk sutures at the apex of the prolapse. Nexta 
constricting rubber band is placed around the 
prolapse at the normal surface level of the 
anus and just distal to the external sphincter 
muscle. The band stops circulation to the 
prolapse and the entire prolapse sloughs away 
at the end of two weeks during which time 
normal defaecation takes places through the 
tube. A spontaneous anastomosis occurs at the 
level of the rubber band. The author believes 
that this procedure deftnitely lessens the 
chances of peritonitis which attends surgical 
amputation of the prolapse. 


ALN. R. 


Endocrine Influence in the Production of Prostatic 
Hypertrophy and a Method for its Control 


Wm. E. Lower (Amer. Jour. Surg. 230, May, 
1933) makes a brief and general review of the 
enormous literature dealing with the interrela- 
tionship of the various endocrine glands. From 
his study of the hypophyseal-gonad relation- 
ship, he concludes that the anterior pituitary 
activates the interstitial cells of the gonads, 
which elaborate a hormone (Androtin) that 
governs the size and function of the prostate 
and seminal vesicles. The male sex hormone 
(Androtin) found in the urine of normal males, 
when injected into either normal or castrated 
animal, is capable of producing prostatic 
enlargement. From a consideration of this and 
other experimental facts, it would seem that 
prostatic enlargement is a_ physiological 
mechanical effect due to hyperactivity of the 
hypophysis, and interstitial cells of the testes. 
On the other hand experimental evidence indi- 
cates that the germinal epithelium of the testes 
secretes a substance which inhibits the hyper- 
function of the pituitary gland. But in men in 
old age there is diminished functional activity 
of these cells, as a result of which, there is a 
smaller amount of pituitary-inhibitory secre- 
tion and the hypophysis in turn increases in 
size and becomes hyperfunctional, and that 
stimulates the interstitial cells of the gonads, to 
elaborate the excess of the male sex hormone, 
resulting in prostatic hypertrophy. 


So the hypertrophy of the secondary 
sex organs may be prevented: first by inhibit- 
ing the influence of the anterior lobe of the 
hypophysis and secondly inhibiting the in- 
fluence of the gonads. The first is difficult of 
accomplishment at present due to want of satis- 
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factory and safe inhibiting hormone but the 
second procedure can be accomplished by 
castration or by methods for accomplishing the 
saine result which can be obtained by ischaemia 
i. e. by depriving the testicle of its main blood 
supply. In a limited number of cases the 
author had divided the cord having two ins- 
tances of sloughing. Since then he divided 
only the internal spermatic and deferential 
arteries together with the vas with successful 
results. 


A.N.R. 


Profound Blood Pressure Fall with Bradycardia 


HvusertaA M. LIvINGSTONE, S. E. Mc- 
FETRIDGE & R. BRUNNER (Surg. Gyn. and Obs. 
917, May, 1933,) are of opinion that though pulse 
is an important factor in determining the 
general condition of a patient undergoing a 
surgical procedure, yet as an index of threaten- 
ed collapse, it has frequently been overem- 
phasized. Though MAcLEop, HOWELL and ORR 
state that pulse becomes rapid during surgical 
shock, the authors’ data indicate that the pulse 
is not necessarily rapid during the condition of 
surgical shock. 


Observations including blood pressure and 
pulse changes on 268 cases undergoing surgical 
operations varying from tonsillectomies to major 
intra-abdominal and brain surgery represented 
during operation a systolic fall to 80 mm. He. 
or less. 

They conclude from their observations that 

(1) A marked blood pressure fall may occur 

without an increase in pulse rate. 


patient's ‘s condition may reach an al: wrm- 
ing level some time before an increase in 
pulse rate occurs. 


Blood pressure changes, rather than an 
increase in pulse rate, frequently present 
the earliest evidence of circulatory 
failure. 


A.N.R. 


OBSTETRICS AND GYNAECOLOGY 


Bacillus coli infections of the Urinary Tract complicating 
Pregnancy and the Puerperium. 
G. F. GrppErD (Guy’s HospiTaL REPORT, 


380, LX XXII, 1932, Ref. Hori Obs. Gy n.) points 
out that although colon bacillus infections of 


the urinary tract are comon complications of 
pregnancy and the puerperium, their occurrence 
The import: ince of such infections in midwifery 
practice is apparent from the fact that of the 
last 6,158 class A patients under the care of the 
Maternity Department at Guy’s Hospital, 
was not recognized until the present century. 
London, 104 were treated for colon bacillus 
infection complicating pregnaney or the puer- 
perium. Inan unselected group of pregnant 
women the incidence of such infection is there- 
fore probably about | or 2 per cent. The proxi- 
mity of the anus to the urethra has led to the the- 
ory that colon bacillus infections of the urinary 
tract are ascending infections. However, all of 
the evidence points against this supposition, 
since clinically the most common and the first 
site of the infection is the pelvis of the kidney 
and ureter and infection of the bladder is usually 
secondary to infection in renal pelvis. A clinical 
urethritis is practically unknown. Some obser- 
vers have preferred to regard these colon bacil- 
lus infections of the urinary tract as secondary 
to colon bacillus bacteriaemia or septicaemia— 
an “excretion pyelitis” in which the kidney 
merely exctretes the bacteriae. However, this 
condition is rare. In the opinion of the obste- 
tricians, infection of the renal pelvis by colon 
bacilli from the colon is primary and _ bacteriae- 
mia or septicaemia occasionlly arises from this 
focus. 


The passage of the bacteriz from the colon 
to the kidney, whether it occurs by way of the 
lymphatics or some other route is definitely 
associated with the dilatation of the ureter, 
especially the right ureter, which is _ so 
commonly found in pregnancy. ‘This dilatation 
is now thought to be due to hypertrophy instead 
of, as was formerly thought, due to obstruction. 


Typical attacks of pyelitis may occur at any 
time during pregnancy or the puerperium, but 
are most common during the middle third of 
pregnancy. The other symptoms include fre- 
quency, pain or micturition, pain in the loin, 
malaise, fever, and vomiting. The urine may 
be opalescent with bacteria, acid in reaction, 
and loaded with colon bacilli. The treatment 
adopted in the maternity department of Guy’s 
Hospital consists in rendering the urine alkaline, 
This can usully be done by giving from 40 to 60 
ers. of alkali, usually equal parts of potassium 
citrate and sodium bicarbonate, every four 
hours. ‘The treatment must be kept during the 
night as well as during the day. Occasionally 
the author has given mercurochrome intraven- 
ously, but in some cases this has been followed 
by a severe reaction. In some cases he has ter- 
minated the pregnancy when medication has 
failed. 

A. N. R. 
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RADIOLOGY AND ELECTRO-THERAPEUTICS 


The Radium Treatment of Fibroids and 
chronic Metritis 


Rup. TH. v. JASCHKE, (Strahlentherapie, 
44 Band, Heft, 2, S. 235-240) points out that 
the hope that radiotherapy, in cases of 
myomata and metropathia haemorrhagica, will 
completely replace the operative treatment, has 
not been fulfilled. After one condsiders the 
relative advantages and drawbacks of the Roent- 
gen and radium treatments of such conditions, 
one will find that the indications for such are 
very limited. 


The underlying principle of treating fibroids 
with Rontgen rays is to attack the ovaries ;—for 
the growth of a fibroid is absolutely dependent 
on the ativities of the ovaries. The dose given 
may be an ex-ovulation or a castration dose. 


Intra-uterine radium application acts prin- 
cipally on the endometrium. ‘This is analogous 
to atmocausis. The radium nevertheless acts on 
the ovaries, but due to the less penetrating 
power of radium-rays and the interposition of 
the uterine wall and the tumor, its action is 
much less than in the other instance. 


Therefore it follows that the radium treat- 
ment is most suitable in cases of metropathia 
haemorrhagica, w here the | al ite control of 
the disease lies in the stoppage of bleeding ; 
whereas cases of fibroid are better treated with 
Roentgen rays. In the former case 50 meg. of 
Rael. are taken. ‘The filters being 1 mm. silver 
and 1,5 mm. brass. No tertiary filter is used, as 
the secondary rays, emerging from the filters, 
are also allowed to act on the endometrium. 
The duration of radiation varies between 24 and 
50 hours, usually it is 36 hours. That corres- 
ponds to a dose of 1800 mgh. 


The indications for the Roentgen treatment 
of fibroids are as follows: (1) ‘The oe of the 
tumor is not bigger than man’s fist, (2) ‘The 
patient’s age is over 45 years, and, (3) The 
patient is, at the time of treatment, bleeding 
profusely or there are other contraindications 
for the operative treatment. 


G. M. 


PEDIATRICS 


Hemocytoblastic Syndrome developing into Myeloid 
Leukaemia in an Infant of Seven months 
R. SrmoneErri (Riv. de Clin. Ped. 30, 161, 
1932—Ref. Am. Jour. Cancer, 17, 288, 1933) found 
a baby two months old suffering from stoma- 
titis, inflammation of the mammary glands and 


JOURNAL 
I. M. A. 
digestive symptoms. At 7 month bloody 
diarrohea came on with loss of weight, spleno- 
megaly and hepatomegaly. There was a low 
fever. Ecchymosis appeared, splenic puncture 
showed large number of hemocytoblasts which 
also appeared in the circulating blood, compri- 
sing 35% of over 30,000 leukocytes. ‘The 
leukocyte count gradually rose to 350,000 with 
the hzematoblasts gradually dropping to zero, 
being replaced by my elocytes and metamy elo- 
cytes in increasing numbers. Post- -mortem, the 
liver and spleen were full of myeloid elements, 
while the bone-marrow showed a predominance 
of myeloblasts but some hzmocytoblasts. The 
author reviews the literature, especially as to 
pre-leukaemic states, hamocy toblasticr eactions 

and the incidence of leukaemia in infancy. 


K.C.C. 


A Case of Primary Carcinoma of the Liver in an Infant 


M. PrERSON & M. CAMPBELL (J. Mich. Sate 
M. Soc. 31. 482, 1932, Ref. Am. J. Cancer, 17. 248, 
1933), saw a 14 months old infant with a history 
of 3 months’ intractable diarrhoea and which 
showed a mass in the right upper abdomen, pus 
in the urine, secondary anemia and a polymor- 
phonuclear leucocytosis. An exploratory ope- 
ration showed a nodular, enlarged liver and 
bloody fluid in the abdomen. At autopsy the 
liver was found to be the only organ involved. 
It showed a carcinoma, probably of bile-duct 
origin. 


K.C.C, 


A Case of Lymphatic Leukaemia in an Infant. 


R. R. SrrurHors (Can. M. A. J. 26.207, 1932 
Ref. Am. 7. Cancer 17. 284, 1933) reports a case 
of acute leukaemia, apparently of lymphatic 
type in an infant of 16 months. The peripheral 
blood showed severe anzemia, slight leukocytosis 
marked thrombocytopenia ( platelet as low as 
16,000) and the constant presence of myelocytes 
(upto 24%) and reticulocytes (upto 20%). At 
autopsy an unusually large spleen was found. 
It showed focal necrosis. The liver showed 
focal accumlations of white cells with polynu- 
clears predominating in addition to the usual 
diffuse leukaemic infiltration. There was a 
marked degree of pachymeningitis externa with 
areas of erosion of the inner table of the skull 
interpreted by the author as pressure atrophy. 


C. C. 
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Observations in a Series of Pneumonia Cases 
in the Carmichael Medical College Hospitals 


By Dr. J. C. GUPTA, m. B. ( Cal. ) M. pv. ( Cologne. ) 


Pneumonia is not uncommon in our country. 
Of all the respiratory diseases that carry away 
the largest number from amongst us, pneumonia 
figures a place next to none. The following 
table from the Bengal Health Reports ' will 
speak for itself how the state of affairs in the 
province of Bengal alone stands : 


TABLE I 
1927 1928 
Respiratory Diseases 28 30,589 32,911 42,242 
Pneumonias 4 12,294 13,718 18,557 
Tuberculosis : 7,032 7,689 9,166 
The high mortality showing a progressive 
increase every year is certainly appalling, parti- 
cularly in an era when in other countries, owing 
to rapid advances in different branches of 
Medical Science, the disease has to a great extent 
been brought under control. Of course the 
social and economical conditions of our country 
are to a great extent responsible for it, but it 
cannot be denied that our equipments also have 
been for too insufficient for combating such a 
deadly disease. Very few studies are to be found 

dealing with this problem. 


The immuno-biological advances have been 
playing a very important role in the study of 
acute infectious diseases. During the last 
decades, it has been a central point in the 
study of pneumonia. ‘The grouping of types 
of pneumococci in cases of pneumococcal infe- 
ctions has led to the attempt to introduce a type- 
specific serum inthe treatment of pneumonia. 


The American authors claim a definite diminu- 
tion in the mortality from 25-30% of the total 
to 9.2% in type I cases. 

Introduction of serum therapy in pneumonia 
has not been possible in our country up to this 
day, although here probably lies a possibility 
of effecitvely combating this disease. Our diffi- 
culties have been many: in the first place, a 
knowledge of specific types of infections as they 
occur in our country is lacking. Secondly, there 
are difficulties in rapid sero-bacteriological 
diagnosis. 

These are the two outstanding objects which 
initiated us to undertake this study ; our study 
has therefore been a two-fold one, a clinical and 
a bacteriological—an attempt at correlation 
between the two. Our studies have been con- 
ducted in the Carmichael Medical College Hos- 
pitals, during the months of December 1930— 
June 1931, which period, according to our pre- 
vious experiences owing to climatic variations, 
seemed to favour high incidence of pneumonia. 
All the consecutive cases coming during this 
period have been the materials of our study. 
The comparatively small number of cases al- 
though insufficient for the study of such a 
problem as ours, would at least presumably 
serve to give us an idea. 

Methods of Study. Inorder to arrive at a 
rapid sero-bacteriological diagnosis we have 
as far as possible adhered to the following 
procedures : 





(I) The Bengal Health report ; 1928. 
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(I) As soon as possible after the admission 
of the patient into the hospital, 5 ces. of blood 
were taken from the arm vein under strict ase- 
ptic precautionsin an autoclaved ERLYNEMEYER 
flask containing 50 ces. of special glucose broth 
media with 2% peptone and then kept in the 
incubator at 36°—37° C. Observations were 
made after 24 lirs. and in case of no growth, for 
three subsequent days before pronouncing the 
result to be negative. 

(II) the sputum was collected in sterile 
vessels. It was immediately washed at least 
three times in normal sterile salt solution. A 
small loop therefrom was transferred to a_ spe- 
cial AVERY medium tube prepared and sterilised 
with utmost care in the following manner: to 
5 cc. of glucose broth medium in a test tube 
was added fresh-blood drawn under aseptic con- 
ditions from the heart of a rabbit, in the pro- 
portion of 1:5. Later however, we tried hydro- 
cele and ascitic fluid and also normal sterilised 
horse-serum (supplied by the B.C.P.W. & Co. ) 
and all these gave equally good results- It has 
been claimed that under this procedure, the 
pneumococci in the sputum are the earliest to 
erow, within 6-18 hours, after which owing to 
more vigorous growth of other organisms, 
agglutination tests are rendered difficult. 


(III) For the isolation of the strain of 
pneumococcus in the sputum we also simulta- 
neously injected a small portion of the washed 
sputum in the peritoneal cavity of a white 
mouse. Usually in the presence of pneumo- 
cocci the mouse died in about 24 hours. Even 
when it died earlier asin some very severe 
cases, the mouse was kept in refrigerator and 
post mortem examination was not done before 
24 hours in any case. 


(IV) For diagnosis, agglutination tests 
were performed in every case as a confirmatory 
evidence. We used agglutination sera from 
two sources, type I as supplied by B. W. & Co. 
and the other set from the Rockefeller Founda- 
tion Institute (kindly supplied to us from the 
Central Research institute, Kasauli ). Owing to 
the shortage of serum, tmstead of the routine 
procedure in America and elsewhere of making 
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full agglutination tests with all the different 
type sera, we always attempted to agglutinate 
with type I serum of which we had an abun- 
dant supply, and took resort to the other types 
only when typeI failed. In a few cases we tried 
all but found it was not necessary. 


We made the agglutination tests in Dreyer’s 
agglutination tubes according to the following 
method slightly modified from that recommen- 
ded by the Rockefeller Foundation Research 
Council: to 15 drops ef culture-suspension 
from acapillary pipette we added agglutina- 
ting sera in the following proportions : 

(i) Type I serum dil. 1 in 20....15 drops. 
ao. ia “i undiluted ....15 drops. 


( 
(iii) ie dil. 1 in5 ....15 drops. 


Our experience with the above techniques 
was very satisfactory. In most of the cases a 
Positive diagnosis could be arrived at within 
24 hrs. Whereas with sputum, a rapid diagno- 
sis could be made by the agglutination tests, 
the blood culture afforded us the cleanest and 
the most trustworthy evidence in our study, 
because the strain in question could be isolated 
in pure cultures. 


In a series of 39 cases of pneumonia studied 
by the above methods, we had the following 
results : 


TABLE II 


Blood positive 

Blood negative ...... eee. 
Blood contaminated...... 
Blood could not be done....2 


39 


In 40.5 per cent of our cases we could get a 
positive blood culture. This positive result, we 
must observe, was obtained in all late cases, be- 
cause very few cases were admitted before the 
6th day, and many of our cases were as late as 
10-13th day, when excepting extraordinary cir- 
cumstances, pneumococci in the blood-circula- 
tion can not be expected. When this fact is 
taken into consideration, we believe, blood cul- 
ture offers avery nice and reliable means 
of obtaining pure culture of pneumococci for 
the purpose of grouping of serological types. 





yoy 

Table III gives us a view of the  blood- 
positive cases. In most of the cases, blood 
culture was obtained between 6-7 days after 
the clinical onset. The earliest was in one 
case, on the 4th day, and the latest, on the 
14th day. This last case is important in so far 
as it appeared to be a case of secondary septic- 
emia. This patient had a typical history of 
pneumonia ending by crisis, but later developed 
empyema and arthritis which in the end proved 
fatal. 


Looking at the end results, one is astonished 
to find avery high death rate. Eight of the 
15 blood-positive cases succumbed, a death rate 
of 53. 5 %of the blood-positive cases, and 57. 1 %of 
the total mortality. Most of the patients showed 
a severe form of toxaemia, many had grave 
complications and among the patients that 
recovered, the fever ended in most cases bv 
lysis. When we take into consideration the 
question of grouping of the types, we find, of 
the 15 positive cases, 11 showed a type I infec- 
tion, one case definitely, not type I, whereas in 
three cases a typing was not done. In any case 
one is justified in concluding from this that 
type I infection is very common in our country 
and that the infections of this type are gener- 
ally of a severer nature. 

Table IV gives us an analysis of the blood- 
negative cases. Out of a total of 19, in 7 cases 
attempt at sero-bacteriological diagnosis failed, 
in three cases sputum culture showed a _ parti- 
cular domination of the streptococci. In the 
remaining cases pneumococci could be isolated 
from the sputum. In three cases the isolated 
strains of pneumococci did not correspond to 
group I and in one case it was not typed. 
When we take into consideration the clinical 
course and the end-results, the average duration 
of illness of this group of patients was much 
longer than that of the others, being about 2 
weeks, and crisis had been very rarely observed. 
Even the cases that died, did not do so at the 
height of the infection in the first week as in 
the other group, but much later, the average 
about 14 days after the clinical onset. Among 
the 7  bacteriologically absolutely negative 
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cases, it is notewothy, although they showed, 
so far as the onset and the condition in the 
lungs were concerned, a true picture of acute 
lobar pneumonia, they were presumably of non- 
pneumococcal origin, and this is not unlikely 
when one considers that the incidence of influ- 
enza was also very high at that period. When 
we set aside these cases from our group 
of pneumococcal pneumonias, the percentage of 
blood-negative cases becomes very much re- 
duced. In this small group of cases, the course- 
of illness appeared to be altogether mild 
and the majority of the cases were seen to ter- 
minate by crisis, a result which agrees in gener- 
al with the findings of other workers. 


Table V gives us an analysis of the cases 
that died while under treatment. ‘The mortality 
rate is very high—30°. Excepting two cases, 
a sero-bacteriological diagnosis could be made 
in all the cases. Most of the cases met with 
their termination by the end of the first week. 
In two cases only the death took place much 
later and in both these cases the death was due 
to complications—meningitis in one case and 
septic arthritisin the other. Most of the cases 
were blood-positive, the majority showing an 
infection with type I pneumococci—357. 1%. 


Summary. 


An attempt to study the incidence of pneu- 
monia with reference to pneumococcal types has 
been made. From the materials at hand, one is 
able to say that the overwhelming majority of 
cases that came under observation belonged to 
type I infection. Contrary to the experience of 
other countries, this type I infection ina rela- 
tive majority of instances ran a severe course. 
The blood-positive cases showed a very high 
mortality and high incidence of complications 
to which also to a certain extent this mortality 
was due. Regarding the other type of infections, 
owing to extreme scantiness of material,nothing 
can be said at present. 


Regarding the sero-bacteriological diagnostic 
technique, one is in a position to say that it is 
possible to come to a very rapid diagnosis in 
blood-positive cases within 24 hrs with cer- 
tainty ; in all others, diagnosis from sputum 
examination could be reached even earlier. 
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13 


Name 


M. D. 


J. me 


S. B. 


M, 


Secondary septicemia. 


Sex 


M 


M 


M 


M 


M 


M 


M 


M 


M 


Age 


25 


30 


40 


30 


30 


40 


40 


TABLE III 


Type of 
Pneumococcus 


P. not I 


Pot 


PT 


Day of 
Culture 


14" 


~ 


10 


~ 
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Analysis of blood 


Onset 


Sudden, rigor, cough. 


Sudden, rigor, pain in 


chest, dyspnoea. 


Sudden, rigor, ete. 


Sudden, rigor, pain in 
chest, cough. 


Sudden, rigor, pain in 
chest. 


Sudden, rigor, pain 
abdomen. 


Sudden, rigor, pain in 
chest. 


Atypical onset, remi- 
ttent fever. 


Vomiting, diarrhoea, 
pain in loin, fever. 


Rigor, remittent 
fever. 


Sudden, chill, rigor, 
pain in chest, cough. 


Atypical, contd. fever, 
dry cough, constipation. 


Sudden, rigor, 
delirium. 


Atypical, pain both 
sides of chest, tox- 
gemia. 


Sudden, pain in chest, 
diarrhoea. 
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—Positive cases. 


Course 


Regular, temp. coming down 
by lysis. Persistence of lung 
signs for sometime. 


Regular, crisis, abortion 6th 
month. 


Very severe, cyanosis, cardio- 
vascular complications. 


Tendency to lysis, toxicity 
and lung signs inverse. 


Left lower lobe involed, 
meningitis, unconsciousness. 


Left-sided, remittent type, 
crisis. 


Right lower and middle lobe 
affected, irregular temp, 
dysentery. 


Left upper lobe affected, in- 
tense cardio-vascular de- 
rangement, cyanosis. 


Temp. 100-102 F., both lungs 
affected. 


Right sided, typical 
course. 


Left-sided, temp.typical, post- 
critical rise for two days. 


Right sided, temp. moderate, 
lysis. 


No definite signs in lung, 
meningeal picture, uncon- 
sciousness. 


Both lungs affected, profound 
toxaemia, semi-conscious, 


Both sided, diffuse bronchitis, 
toxaemia, tympanitis, 


Leucocytes 


5000, 
Poly. 75% 


26875, 
Poly.90% 


16500, 
Poly.80% 


20000, 
Poly.90% 


6240, 
Poly.86% 


11250, 
Poly.88% 


19000, 
Poly.84% 


10000, 
Poly.90% 


4000, 
Poly. 70% 


11000, 
Poly. 70% 


20000, 
Poly.88% 


3500, 
Poly.44% 


10312, 
Poly.92% 


TABLE III. 


Complication 


Bronchitis 


Arthritis, 
empyema 


Pleurisy, 
meningitis 


Bronchitis 


Dysenteric 
attack 


Bronchitis 


Diarrhoea 


Bronchitis, 
boils 


Meningitis 


Meningism, 


toxaemia 


Bilateral 
bronchitis, 
tympanitis 


Termination 


c 
Lysis 


D 
Crisis, 
septicaemia 
D 
Toxzemia 


D 
Toxzemia 


D 
Meningitis 


c 
Crisis 


4 
2.0 
D 


D 
Toxcemia 


D 
Meningitis, 
septicaemia 


D 
Toxcemia 


D 
Toxzemia 
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Day of re- 


covcry or death. 


11 days 


25 days 


7 days 


9 days 


6 days 


8 days 


17 days 


9 days 


5 days 


10 days 


11 days 


9 days 


11 days 


8 days 


7 days 





OBSERVATIONS IN A SERIES OF PNEUMONIA CASES a 1 
TABLE IV 
Analysis of blood 


Age Day of Bacteriol, Onset 
culture Diagnosis 


Name 


30 12 Nil Acute onset, contd. 
temp. 


Sp. Sudden, rigor, F pain in 
P(not I) * chest, cough. 


Sp. Sudden, rigor, pain in 

strepto- chest. 

mainly 

Sp. P Sudden, rigor, pain in 
chest, cough after 4 
days. 


P (not I) Atypical onest, inter- 
mittent temp. 


Sp. P. I Sudden, rigor,’ vomi- 
ting, purging. 


Sp. Sudden, pain in chest, 
P, (not I) cough. 


Nil Remittent fever. 
Sp. P. I Sudden, pain in chest. 


Sp. Strepto. Sudden, severe diarr- 
mainly hoea. 


Sp. P Contd, fever. 


Sp. not Sudden, rigor, diarr- 
differentia- hoea. 
ted 


Nil Atypical gradual onest, 
delirium. 


Sudden. 


Sp. Strepto, Sudden, rigor, pain in 
mainly chest, diarrhoea. 


Sudden, rigor, pain in 
chest, dyspnoea. 


Sudden, pain in chest, 
cough etc. 
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—Negative cases. 
Course 


Crisis at home, marked tox- 
aemia, slow resolution, 


Right-sided, remittent temp, 
cyanosis, lysis. 


Left-side upper lobe affected, 
low temp., irregular. 


Right-side, low temp. irregu- 
lar. 


Right upper lobe, progressive 
affection of the whole right 
side, irregular temp. 


Right-sided, temp. moderate, 
lysis, lung signs persisting. 


Right side upper lobe affec- 
ted, low regular crisis. 


Right-sided scattered bronch- 
itis, cyanosis. 


Right side pleural affection 
temp. low. lysis. 


Left-side upper lobe affected, 
temp. tending to lysis. 


Right-sided, regular crisis. 


Left-sided diff. bronchitis, 
remittent temp. tending to 
lysis. 


An indefinite focus on right- 
side, high remittent. temp. 


Right-sided, extremely toxic, 
unconscious. 


Left-sided, remittent temp. 
crisis. 


Right-sided, pleural affection, 
remittent, lysis, lung sings 
persisting. 


Left-sided, severe cardio-vas- 
cular derangement, temp. 
high remittent. 


Left-base, high remittent 
fever. 


Right-side upper and middle 
lobe affected, low remittent 
fever, ly=is. 


I -ucocytes 


7500, 
Poly .80% 


12500, 
Poly.80% 


8000, 
Poly.74% 


16250 
Poly.82% 
12500, 
Poly,60% 
16875, 
Poly.82% 


17500, 
Poly.93% 


19968, 
Poly.92% 


16275, 
Poly.90% 


10000, 
Poly.60% 


15600, 
Poly,90% 


16250, 
Poly.86% 


11500, 
Poly. 78% 


15000, 
Poly.80% 


7500, 
Poly. 74% 


6250, 
Poly.72% 


10302, 
Poly.76% 


TABLE IV 


Complication 


Anaemia, 
enkylosto- 
miasis 


Pleurisy 


Progree- 
ssive, cree- 
ping 


Bronchitis 


Bronchitis 


Pleurisy 


Ankylosto- 
miiasis 


Bronchitis 


Bronchitis, 
delayed 
resolution 


> ee 
Meningism 


Meningism 


Diarrhoea 


Progre- 
sSive, cree- 
ping 


Termination 


Irregular 
lysis 


c 
Crisis 

c 
Irregulat 
lysis 

C 
L\ S1s 

c 
Crisis 


ID 
Cardio-res- 
piratory 
failure 

c 
Ly sis 


c 
Lysis 


. 
Crisis 


Cc 


Lysis 


D 


Toxaemia 


D 


Toxaemia 


. c 
Crisis 


D 
Toxaemia, 
cardiac 
failure 

D 


Toxsemia 


Cc 


Lysis 


Day of recovery 


or death 


18 days 


9 days 


days 


days 


days 


days 


days 


days 


days 


9 days 


days 


7 days 


days 
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TABLE V 


Analysis of the cas2s that died during treatment. 


Blood Sputum 
Culture or C.S.F. 


Neg 


Duration 
of illness 


Be M 40 13 


Name Sex Age 


Neg 


CS.F. 
Pr. 


Ba M 40 11 4 


Peks 


Joint. fluid 
P 


ote 


In conclusion, I take the opportunity to 
thank Dr. C.C. Bosr for his kind direction and 
Dr. B.C. Roy, and Dr. P.N. Nanpy for their kind 
permission to publish these cases. My best 


Immediate Cause 
of death 


Cardiac and resp. 


failure 
Cardiac failure 


Cardiac and resp. 
failure 

Card.and resp. 
failure 


Card.and. resp. 
failure 


Card. and.resp. 
failure 


Toxzemia 


Toxzemia 


Card. and.resp. 
failure 


Card. and.resp. 
failure 


Toxzemia 


Toxzemia 


Toxemia 


Toxzemia 


Complication 


Meningitis 


Double- 
pneumonia 


Bilateral 
pneumonia 


Meningitis 


Low. temp. 
severe 


Low. temp. 


Bronchitis 


Meningism 


Severe 


Arthritis, 
empyem2 
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Lung Affection 


Left-upper lobe 


No definite sign in lung 


Left-base 


Double-pneumonia 
Double-pneumonia 
Left-lower lobe 
Right-apical 
Right-apical 

Right middle & lower 


lobe 


Left-upper lobe 
Right-side 


Right-side indefinite 


Left-apex 


Left-side 


thanks are also due to the visiting physicians 
for their invaluable help rendered to me from 


time to time. 





Non-pathogenic Terminal Sporing Anaerobe in Vaccine Lymph. 


BY T. N. MAZUMDER, D. T. M., D. P. H., F. 


cs. (Lond), F. R. s. (Edin ) 


Health officer, Calcutta Corporation 


J. DAS GUPTA, M. B., 


> 
y 


im F. Ts 


Asst. Bacteriologist, Calcutta Corporation 


While making a routine examination of 
lymph, came across a strain of 

drum stick-like bacilli. As 
the finding of a terminal 


bacillus morphologically 


vaccine we 
anaerobic 


presumed, 


can be 
easily 
sporing anaerobic 
identical to B. tetanus, 
discomfiture to all, but in our zase, our anxieties 
were allayed when the guineapig inoculation 
which is carried on as a routine measure, proved 
the bacillus to be non-pathogenic. To confirm 
its non-pathogenicity, further injections of 4 cc. 
and icc of the culture from the cooked-meat 
media were made ( WORDSWORTH standard me- 
thods followed). We tested again on white 
mice which are known to be the most suscepti- 
ble animals to anaerobes. Inspite of all these 
inoculations, the animals survived; there was 
no general reaction and very little local reaction, 
even after prolonged observations. 


We _ give below 
bacilli we have isolated : 

Morphology : rod-shaped, ‘4X6 microns in 
average, occurring mostly in pairs and also 
singly, spore large, terminal and spherical and 
much wider than vegetative bacilli. 


produces a_ serious 


our observations on the 


Motility : very feeble but the difficulty in 
demonstrating active motility from artificial 
cultures excepting from a few hours old culture 
is to be noted. 

Staining reaction : Gram-positive, also stain- 
ed by all aniline dyes and the usual spore stain. 

Cultural reactions : All the cultural reactions 
and biochemical tests were performed under 
anaerobic conditions. 

Cooked meat madia: Turbidity and gas forma- 
tion from the 4th day and earlier in subculture. 

Meat—pink for the first few weeks, later on, 
slight digestion turning it a little black. 
Excessive putrid smell with abundant gas 
formation. 


3 


Glucose broth : Gas, turbidity and deposit at 
the bottom. 

Peptone water : Turbidity and gas formation 
putrid smell. 

Glucose agar-shake culture: Minute gas bub- 
bles from the 4th day, disruption and liquefaction 
of the media on the 6th day. 

Blood agar slope ( culture by WRIGHT'S me- 
thod ). 
opaque, margins irregular, non-haemolytic. 


Growth on the 4th day, colonies white, 


LOEFFLER’S serum media ( culture’ by 
WriGur’s method) : a thin film within 48 hours, 
liquefaction and disruption of the media on 
the 4th day. 

We could not use the dehydrated egg as a 
differentiating medium for anaerobes ( Journal 
of Bacteriology and Clinical Medicine, Feb, 
1933 ) as this material could not be had here. 

Biochemical Tests : 


Lactose } 
Glucose j 


Saccharose ,,. . 
Mannite t Acid and gas 


Salicin | 

Dulcite J 

Milk— Acid & clot (pink in colour) & gas. 

Indol reaction—negative. 

VOGES PRAUSKER reaction—negative. 

Ammonia—present. 

H.s— present. 

We note that the organism is both proteoly- 
tic and saccharolytic. 

Classification of the species: Though morpho- 
logical and cultural characteristics and bioche- 
mical tests form the basis of classification of the 
species under genus clostridium, yet it must be 
admitted that the reactions may vary even with 
the same species and that at the present moment 
no definite and rigid classification is possible. 
As the anaerobes are very pleomorphic, morpho- 
logy cannot be solely depended as a basis of 
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classification. Secondly cultural and sugar 
reactions are irregular even with stock culture. 

It will not be out of place here to quote the 
difticulties in identification as given by WILSON 
and TorLEy in their Principles of Bacteriology. 
“The grouping of the species under the Genus 
presents even greater difficulties. 

Whether the primary division should be 
made on morphological grounds, mainly on the 
shape and _ position of the spore or on physiolo- 
gical grounds mainly on proteolytic and sacc- 
harolytic changes, must at the moment remain 
a matter of choice. 

Besides there are other organisms which have 
not been studied in detail to provide adequate 
description of their biological characters or to 
differentiate them clearly and unmistakably 
from the forms which have been studied.” 

As for ourselves, we had to follow the classi- 
fication in BERGEY’s Determinative Bacteriology. 
Identification in our case has given us a little 
difficulty with regard to only one point viz. the 
appearance of the spore which has been spheri- 
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cal instead of oval. On morphological grounds, 
with the exception of the reaction on blood ser- 
um media which were liquefied and the reaction 
on cooked meat media which were slightly di- 
gested, all other points goin favour of this or- 
ganism being ‘clostridium phenoides’ a non- 
pathogenic sporing bacillus isolated from soil. 
But if we do not take into consideration the 
appearance of the spore and lay more stress 
on cultural characters and biochemical tests, 
then all points cultural, biochemical test ete. 
point to this organism as clostridium tertium. 


In conclusion we may say that non-pathogenic 
form of terminal sporing anaerobe may be 
found in vaccine lymph though extremely rare- 
ly and that mere presence of this form of bac- 
illi should not warrant rejection of the sample 
of lymph. 


We are much grateful to Dr. CHAaru Ch. 
Bosk, Professor of Pathology, Carmichael 
Medical College, for giving us valuable help and 
suggestions. 


Therapeutic uses of Digitalis and Quinidine. 


By J. C. BANERJEA, o. B. (Cal), M. R. c. P. (Lond), M.R. c. Ss. (Eng), 


Hony. Junior Visiting Physician, Medical College Hospitals, Calcutta, and Hony. 
Visiting Physician to the Howrah General Hospital and to the Mayo Hospital, Calcutta. 


A proper understanding of the _ thera- 
peutic uses of digitalis and quinidine should 
necessarily be based on a clear conception of 
the mechanism of heart failure without which 
it is almost impossible to apply the most 
appropriate and effective remedy at the right 
time. Briefly, it may be pointed out, that there 
are three main types of heart failure which are 
met with in clinical practice e. g. (1) congestive 
failure with or without normal rhythm, (2) angi- 
nal failure and (3) peripheral or capillary 
failure. ‘The congestive type, which supervenes 
most frequently on rheumatic, and thyro-toxic 
heart diseases, on chronic bronchitis, high 
blood-pressure and only very infrequently on 
luetic heart diseases, is characterised by breath- 
lessness on exertion or at rest, oedema of the 


feet, enlarged tender liver and congestion of the 
lung bases. Auricular fibrillation is present in 
more than 50% of cases of congestive failure. 
The anginal failure is associated with coronary 
artery disease in elderly people and is characte- 
rised by (a) definite retrosternal pain, related 
to effort, emotional outbursts, over-eating or 
sudden exposure to cold, localised or diffuse, and 
short in duration lasting only for a few minutes ; 
(b) occasional radiation of pains down either 
arm most frequently the left or upwards 
towards the angle of the jaw, and (c) complete 
absence of restlessness during the onset of pain. 
This type of failureis rarely accompanied by auri- 
cular fibrillation or any sign of venous congestion. 
Lastly, the peripheral failure which is due to 
the failure of venous return to the heart is seen 
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in (a) surgical shock and (b) in various infec- 
tive and toxic conditions e. g. pneumonia, 
typhoid, cholera etc. The mode of treatment 
of each type of heart failure is different. Digi- 
talis and its allied drugs such as strophanthin 
etc. are exclusively indicated in congestive 
heart failure following any form of cardiac 
disease of valvular, myocardial or of un- 
known origin with normal or abnormal rhythm. 
FRASER! points out that apart from slowing 
the heart and lengthening the atrio-ventri- 
cular conduction time, digitalis probably 
increases the strength of the ventricular 
contraction as many patients with chronic 
ischaemic myocardial insufficiency feel a sense 
of well-being on regular doses of this drug. 
The inversion of IT. or Ts; under the use 
of digitalis is also an evidence of its action on 
the ventricular muscle. Hence its use under 
controlled supervision may be beneficial even 
in cases of complete heart-block though it is 
contra-indicated when the block is partial. P. D. 
WHITE? considers adequate use of digitalis and 
its maintenance combined with rest and limi- 
ted activity as of great value in abolishing 
attacks of cardiac asthma orin reducing their 
frequency. HARRISON, CALHOUN and TuRLEy® 
have reported complete abolition of attacks of 
cardiac asthma for over two yearsin 16 out of 19 
cases. But the use of digitalis is most success- 
ful in cases of congestive failure with auricular 
fibrillation. H. T. HyMAN and N. M. FENICcHEL* 
administered digitalis in adequate doses toa 
series of 79 cases of cardiac failure. Only 4 of 
the 22 cases with normal sinus rhythm were 
benefited. In the rest, use of digitalis was 
either ineffective or harmful. But out of 57 
cases with auricular fibrillation, 52 showed 
great improvement. The 5 cases which failed 
to respond to digitalis had an arteriosclerotic 
etiology but all the rheumatic cases of fibrilla- 
tion were improved. Auricular flutter, however, 
is not so readily influenced by digitalis. It is 
essential to realise that the dosage necessary 
for the maximum desirable effect is a little 
short of the toxic dose. Digitalis in the form 
of a reliable tincture or powdered leaf or 
granules should be pushed on till “it either acts 
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on the kidneys, the stomach, the pulse or the 
bowels”as advised by WITHERING who, however, 
warned it to be stopped on the first appearance 
of any of these effects. 


In the absence of congestive failure, digitalis 


ig 
is of little use in paroxysmal tachycardia. In 


other types of failure, anginal or peripheral, 
digitalis is not indicated. It may be mentioned 
in this connection that recent studies by W. L, 
NILES and J. Wycxorr” have not confirmed the 
value of the routine administration of digitalis 
in cases of lobar pneumonia. 


Regarding the use of quinidine, it is ack- 
nowleged to be the most effective drug in 
paroxysmal auricular fibrillation of unknown 
etiology with little or no evidence of congestive 
failure either as a preventive of attacks or 
during an isolated attack of long duration. 
Restoration to normal rhythm is difficult in 
cases of rheumatic auricular fibrillation and only 
temporary in thyrotoxic cases. Quinidine slows 
the conduction and lengthens the refractory 
period of the heart muscle and its capacity to 
restore normal rhythm in cases of auricular 
fibrillation and flutter depends on the latter 
effect being greater than the former. In 
PARKINSON and CAMPBELL’S ® series, normal 

“ 


rhythm was restored in 68% and maintained 


in 52% for over 2 years, but in only 25% 
when the fibrillation was of more than 6 
months’ duration. In BRAMWELL and Ellis’s 
series, 40.2% maintained normal rhythm when 
there was no associated valvular disease, but 
only 27% did so when valvular disease was _ pre- 
sent. In Wo.rr and P. D. WHITE’s ‘ series, 
normal rhythm was restored in 65.7% by 
quinidine and in all the cases when the 
heart was apparently normal. J. GRUNDIG 
reports 15% of permanent cures with quini- 
dine. Failures may be attributed to delayed 
treatment and to small dosage. As long as 
there are signs of congestive failure, quinidine 
should never be given without previous 
digitalisation. ‘The method of administration, 
according to PARKINSON and CAMPBELL is to 
give a trial dose of grs.5 on the first day, grs.5 b. d. 
on the second day and to increase gradually 
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up toatotal of grs.40 in4 divided doses and 
maintain it for 3—4 days. The dose is reduced 
to ers. 5 t.d.s. when the rhythm comes back to 
normal and the patient is to be discharged on 
that dose. WENCKEBACH holds that the total 
daily dosage should not exceed 30 grs. On the 
appearance of toxic effects e.g. headache, vert- 
igo, tinnitus, visual disturbances, gastro-in- 
testinal complaints, and palpitation, quinidine 
should be discontinued. The risk of embolism is 
not great, it occurred in 2 out of 27 cases of 
BRAMWELL aud EL.is. 


Next to auricular fibrillation and flutter, qui- 
nidine has been used with success in cases of 
paroxysmal auricular tachycardia. LEVINE 
and Furron * have used it with temporary 
benefit in cases of paroxysmal and persistent 
ventricular tachycardia associated with coro- 
nary artery disease. 

Lastly, it is worthy of note that Srroup and 
his co-workers!° report that the average dura- 
tion of life from the onset of fibrillation in cases 
which had little or no evidence of congestive 
failure or of myocardial damage and which were 
successfully treated with quinidine, was exactly 
the same as in those which, though considered 
suitable for quinidine treatment, failed to res- 
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pond to it and only a little more than a year 
longer than in those considered unsuitable for 
this treatment. Besides, more than half the 
cases successfully restored to sinus rhythm by 
quinidine reverted to fibrillation within 12 
months. They conclude that most beneficial 
results in auricular fibrillation are obtained 
with digitalis and that quinidine should be used 
for a few selected cases in young persons with 
little or no other evidence of cardiovascular 
abnormality. 
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Preventive Surgery 


By K. S. NIGAM, M. D., F. R. Cc. S. (E) 


Offg. Professor of Surgery, Medical College and 
Surgeon King George Hospital, Lucknow. 


Preventive surgery is the surgery of choice. 
Curative surgery amounts to such rectification 
of a diseased process or correction of deformity 
in an organism as to enable it to lead a life of 
comfort for any length of time. 

Modern rapid advances in surgery impress 
one all the more keenly with the glaring lack 
of detection of diseases and deformities amena- 
ble to surgical treatment at an early stage. 
Many hospitals in India do not lack examples 
of hopelessly late cases of limbs incapacitated 


with neglected osteomyelitis, secondarily in- 
fected tuberculous lesions of bones and joints, 
boys and girls whose educational careers and 
future prospects have been ruined by neglected 
diseases of ear, nose or throat, young persons 
with blasting disappointments in life due to 
uncontrolled ravages of diseases of appendix, 
gall bladder, gums and genital tract ; not to talk 
of the aged whose misery-stricken autumn of life 
is made all the more gloomy by want of the 
stitch-in-time assistance from their obstructive, 
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degenerative, and neoplastic lesions of the uri- 

nary and other systems. 


To take an instance: most unsatisfactory 
is the state of affairs with malignant diseases 
in India. Diagnosis here is of supreme impor- 
tance. At present, over 50% cases reach us when 
inoperable or chance of curing them is lost. 
Earliest symptoms are vague and _ indefinite 
but it is those very symptoms that are most 
important as giving rise to suspicion for a 
careful and thorough examination. 

In the aged, irregularity of the bowels or 
spurious diarrhoea, instead of being relegated to 
dietetic regimen, should be brought to the ex- 
pert surgeon for saving one’s life while yet 
there is time. There are no symptoms charac- 
teristic of cancer and several of those given in 
text books are useless and misleading. 

The above indications are by no means of 
cancer but they should be inevitable indications 
for a careful examination by the medical atten- 
dant. Cases of adenomata should be regarded as 
precancerous and the public and the state 
should provide facilities to have them observed 
from time to time to make sure that no fresh 
adenomata or recurrence originate or develop. 

Preventive surgery should! begin in the 
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ante-natal period in the form of proper consti- 
tutional or specific (if required ) treatment of 
the parents, should continue with the early 
correction of deformities and mal-developments 
like talipes, cleft-palate in the early childhood. 
It may even postulate prevention of marriages 
among physically or mentally defective human 
beings and may thus extend into the domain of 
eugenics. Arrangement should be made by 
patriotic statesmen and Government to provide 
periodic examinations of these children who 
are embryonic citizens of the country. 


Preventive propaganda is necessary in shape 
of distribution of instructive handbills or such 
other literature explaining to the public the 
importance of getting themselves examined by 
their medical attendants periodically to prevent 
insidious onset of early curable, but when de- 
layed, inevitably incurable diseases. They in- 
sure thus to remain useful members of a 
community instead of becoming burden to 
their supporting individuals, the community 
or even the state. 

Hopelessly delayed cases of surgical compli- 
cations swarm many of the hospitals in India. * 





* Paper read at the Scientific Section of the IX All India 


Medical Conference, held at Lucknow, in December, 1932, 
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Blood Pressure amongst the Bengalees and 
Therapeutics of high Blood Pressure. 


By KALI GATI BANERJEE, m. B., Suri, (Bengal) 


The estimation of blood pressure both sys- 
tolic and diastolic is an importantaid in our dia- 
gnosis, prognosis and treatment. But we,as arule, 
are wanting in statistics about normal blood 
pressure among ourselves. The following 
classical table is taken froma series of published 
figures of blood pressure estimations (TIck)}. 


Age Average blood pressure 


to 30 123 
to 40 Emacs 126 
to 50 é ceded ‘ 128 
to 60 ‘ pane én 133 
to 70 138 


Physiology deals with an average European 
and teaches us that the average B. P. is 100 


a 


plus the number of age in millimeter of mer- 
cury. Among ourselves, for all practical purpo- 
ses, systolic B. P. is taken as 80 plus the num- 
ber of age in m.m.of mercury. The following 
calculation is based on an observation of about 
200 people and an average is calculated. 
Age Number of persons Average Pulse rate 
examined. systolic B. P. per minute. 
to 10 years,,20 os < o 
| er . 8 -- 84.2 
~ ..40 -- 105.6 4.6 
40 ,, eae -- 126.6 
50 , 40 125 
-. 40 
..10 
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We are concerned here with the question of 
hyperpiesis which is classified as follows : 


(1) Subacute hypertension: hypertension 
of pregnancy and eclampsia falls under this 
head. Focal infections, exophthalmic goitre, 
neurotic state, brain-tumour and compressed 
fracture of the skull may produce this variety. 
Hypertension of menopause may be roughly 
called “subacute”. 

(2) Chronic hypertension: causes are-(a) 
chronic nephritis, (b) vascular hypertension 
( hyperpiesis ), (c) arteriosclerotic high tension. 

(3) Malignant hypertension: oedema _ of 
optic disc and haemorrhages differentiate 
this type from the others. 

According to symptoms the following 
groups of hyperpietics may be recognised : 

(1) Cardiac 

(2) Renal 

(3) Gastro-intestinal 

(4) Nervous 

(5) Ocular 

Cardiac type : This group is characterised by 
dyspnoea on slight exertion, cough, oedema 
of ankles, anginal attacks, precordial distress, 
blood expectoration, anasarca. 

Renal type: This group is characterised by 
nocturnal polyuria, cramps in the muscles, puffi- 
ness beneath the eyes, headache and later by 
twitchings, convulsions and sudden blindness. 

Gastro-intestinal type: Flatulence, distress 
after eating and a tendency to constipation are 
the usual symptoms. 

Nervous type: It is distinguished by irrita- 
bility of temper, change of disposition, headache, 
insomnia, transient attacks of apoplexy. 

Ocular type : Failing vision, retinal hemorr- 
hages, and sudden blindness characterise 
this group. 

CAUSES OF HYPERPIESIS AMONG THE BENGA- 
LEES: Cases of hyperpietics in Bengal 
are not few and far between as _pre- 
viously supposed. We have seen Brahmin 
widows who have led a rigid life for 20 
years suffering from symptoms of high 
blood pressure. These live simply on carbo- 
hydrates. Hence it is a mistake to suppose 
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that alcohol or meat has anything to do with 
hyperpiesis. Perhaps in these cases liver is 
overtaxed by excess of starchy food and kidney 
is strained and thenceforward the high blood 
pressure starts. But who can swear that eggs 
come first or the chicken ? 


The following may be cited as the causes of 
hyperpiesis among the Bengalees. 

(I) Focal sepsis: specially pyorrhoea 
alveolaris and intestinal stasis. 

(2) Low grade toxin acting on kidney 
due to unbalanced and excessive diet taxing the 
liver, which is constantly strained in the tropics 
with malaria, amoebiasis etc. 


(3) Apart from these factors, stress and 
strain of body and mind play no less important 
part. 


It is now known to all that systolic blood 
pressure has no relation to the prognosis of the 
life. Higher the pulse pressure, worse the 
prognosis and it is difficult to foretell where the 
termination is in apoplexy or  cardio-renal 
syndrome. 


Every body holds that high blood pressure 
by itself requires no treatment, unless accom- 
panied by symptoms. Recently investigation 
was carried in several cases by HARRIS and 
PRATT to reduce the pressure artificially and to 
determine the cardiac reserve power as well as 
the renal function under the altered condition. 
It is definitely known that under pressure redu- 
cing drugs as collosol sulphur injections or ery- 
throl tetranitrate : (1) Water-excretion becomes 
reduced. (2) Definite urea retention occurs. 
(3) Non-protein nitrogen is retained. (4) Defi- 
nite retention of uric acid, phosphates and 
chlorides. (5) Diminution of alkali reserve 
(6) Heart-power becomes impaired as evidenced 
from the “effort-syndrome” and “the cost of oxy- 
gen” which a standard exercise entails. 


This result is not difficult to understand as 
an adequate pressure in aorta is of vital impor- 
tance for the coronary circulation. HARRIS and 
Pratt hold that various attempts have been 
made to seek the cause of hypertension in vari- 
ous substances circulating in the blood, but with 
little success. Might it not be an endeavour on 
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the part of the organism to keep the blood- 
chemistry within normal limits? This may be 
the reason why nothing abnormal is found 
in the blood-chemistry as long as blood pressure 
remains high. It is only when the pressure 
is reduced artificially and thus a condition of 
artificial heart failure is produced that there is 
abnormal retention of substances in the blood 
in these cases. 


But apart from the question of reducing 
high blood pressure, what is the harm of trea- 
ting the etiological causes of hypertension ? 
We are to devise a means which will reduce 
blood pressure without altering biochemistry 
of blood. 

Let us criticise the various means at our 
disposal for reduction of blood pressure. 


(1) Eradication of focal sepsis, specially in 
teeth, tonsils and accessory nasal sinuses should 
be aimed at. Chronic infection in the gall blad- 
der and appendix should be warded off. 


(2) Rest, physical and mental, is advocated 
in each and every case. 


(3) Diet: light diet, occasional starvation, 
avoidance of alcohol and meat are first steps in 
the treatment. A salt and sugar-free diet redu- 
ces and protein diet increases blood pressure. 
It may be stated generally that in hypertony, 
the blood pressure stands in an inverse ratio to 
the non-protein nitrogen in blood. Blood urea 
is increased under salt-free and sugar-free diet and 
somewhat diminished under meat diet, although 
urea is an end product of protein. Perfect low 
blood-urea after meat is explained by its diure- 
tic property. The increase of blood-urea after a 
salt-free diet is not so marked as after pressure- 
reducing drugs. 


Drinking of large quantities of water 
effects reduction of blood pressure. Here the 
normal blood-chemistry is maintained. Bene- 
ficial effect of water is probably due to the fact 
that it enables kidney to excrete urea and allied 
substances more easily. In this way a normal 
blood-chemistry is maintained and there is no 
longer a necessity for compensatory hypertony. 


(4) Pot. Iodide (and iodides) is a classical 
remedy. It is often used in half drachm doses 
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in apoplexy to reduce blood pressure and facili- 
tate absorption of haemorrhage. But it is sel- 
dom useful in acute cases. But in cases with 
syphilitic history and arterio-sclerosis, it does 
good provided it is used for long We are not 
sure if intravenous injection of sodii iodide can 
be of use in cases of apoplexy or cases of hyper- 
piesis. 

(5) Collosol iodine, ( Crooke’s ) liq. iodine 
colloid ( B. D. H.), Rubin’s iodine are all used 
where iodides are not well tolerated. ‘These 
are easily assimilable and do not produce any 
untoward effect as prolonged administration of 
iodide. 

(6) Salines and other purgatives—These 
are household remedies for reducing the blood 
pressure. But they reduce B. P. to a lesser 
extent and their effect is temporary. Still they 
do alot of good by freeing the body of some 
fluid. Diuretics act in helping kidney to ex- 
crete urea and allied substances more easily. 

(7) Venesection is resorted to in cases of 
apoplexy as well as to check some intractable 
symptoms of hyperpiesis. But even though 
the blood pressure depends on volume of blood 
and the reduction of a certain volume by way 
of letting it out may theoretically be said to 
reduce blood pressure, hyperpiesis is a_bio- 
chemical factor and mechanical test tube app- 
liance is of no avail here. The beneficial effect 
is transitory. 

(8) Thyroid isa hobby of many in reduc- 
tion of high blood pressure. It should be used 
in suitable cases for prolonged period in small 
doses but untoward effects as tachycardia and 
other gastro-intestinal and nervous disturbances 
must be keptin mind. Probably it is an ad- 
junct to iodide therapy. It is of no value in 
toxaemias of pregnancy ( pernicious vomiting, 
pre-eclamptic stage, etc. ), associated with high 
blood pressure. Thyroprotein injection may be 
resorted to in urgent cases. 

(9) Garlic which is available in forms of 
tine. garlic, allisatin tablets (Sandoz) is said 
to reduce B. P. Pt the mode of action is not 
known to all, though Kaviraji system of medi- 
cine used it for the purpose. It has been used 
in our cases with some effect. 
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(10) Silica and drosera rotunda folia— 
CROOKEs have devised a collosol form of silica 
with drosera rotunda folia which is meant for 
cases of hypertension. We selected the drug 
for some of our cases with marked benefit. 
‘Drosil’ tablets have similar value. 

(11) Anabolin ( HARROWER ) is much talk- 
ed of now-a-days. Prolonged administration is 
beneficial. The effect in reduction of blood 
pressure is readily and more permanently obtain- 
ed with intramuscular injection. In two cases 
with difficulty of breathing, marked benefit was 
obtained readily. 

(12) Benzyl benzoate has been much advo- 
cated by Macnu’r. But the effect is not perma- 
nent. When the hypertension is due to toxic 
spasm of arterioles, frequent purgation and 
benzyl benzoate lower B. P. 

(13) Calcium parathyroid is said to be of 
value in arteriosclerotic cases. They help to 
keep Ca metabolism in normal balance. It will 
seem a paradox. But perhaps in cases of arterio- 
sclerosis with hypertony, calcium-metabolism is 
at fault. Fixation of Ca is helped in tissues 
other than the arteries. 

(14) Prostatic, and testicular substances : 
The former is used in arterio-sclerosis with 
prostatic enlargement and latter in cases of 
hypertension with senile debility but both are 
of little value. 

(15) Nitrite group : These should be avoi- 
ded altogether in treatment. As a routine, 
sodii nitrite, erythrol tetranitrate, tabloid trini- 
trini, bismuth subnitras, inhalation of amyl 
nitrite are all used to cut off acute attacks of 
angina and breathlessness associated with 
hypertension. But fall of B. P. is often great 
and transient. Sudden relief of load from heart 
is not at all desirable. 

(16) Pot. citras and pot. bromide ( Pres- 
criber, February, 1929 ): Recently it has been 
suggested that pot. citras and pot. bromide 
together should be used in cases of hypertension. 
Probably bromide gives rest to the heart and 
alkalinisation helps diuresis. 

(17) Acetylcholine (supplied as acecoline by 
Anglo-French Drug Co., 2,5, 10 and 20 cgr.): It 
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is known that depressant action of histamine 
is directed mainly to the capillaries causing 
flushing of the skin by dilatation of these vess- 
els ; the action of acetylcholine is cofined to the 
arteries and arterioles. In many respects its 
action is opposed to adrenaline. It is adminis- 
tered by subcutaneous or intramuscular injec- 
tion and not intravenous. Orally it has no 
action. Dose is 0.05 gm. on the first day, 0.1 
gm. second day. Ifin ten days the results are 
inadequate, a dose of 0.2 gm. may be given 
twice daily, but usually a single dose of 0. 2 gm. 
is beneficial (vide Prescriber, April. 1929; Lan- 
cent. 9th March. 1929). 

(18) Veratrone (P. & D.) is never used in any 
other case than that of eclampsia. It is used as 
an intramuscular injection (1 cc.) to reduce 
high blood pressure of eclamptics and has been 
seen to check its fits. 


(19) Sodium or pot. thiocyanate (2 to 10 grs. 
twice daily from one to four weeks)—Disconti- 
nuance of drug after the lowered pressure had 
been maintained for a week shows that the low 
pressure is’ maintained for some weeks only. 
Moreover the reduction of pressure is not who- 
lly without untoward complications. 


(20) Reminal (Napp & Co.)}—Dose is two 
tablets thrice daily before meals. This product 
is acombination of theobromine calcium salicy- 
late with ferri phos, and chlorophyll. It is used 
in cases of arterio-sclerosis, angina pectoris and 
retrogressive change of senescence. 


(21) Padutin (Bayer) is a circulatory hormone 
presumed to be found in pancreas. It is effec- 
tive in reducing high blood pressure. Dosage 
by mouth is 10 drops t. d.s. The best result is 
obtained by the intramuscular injection of 1 
unit twice a day for about three days and in- 
creasing to 2 units twice a day for about four- 
teen days. But its best use is for intermittent 
claudication, threatened gangrene, Raynaud’s 
diseases. 

(22) Hypotan( A. F. D.) isa new vasodila- 
tor to supplement the use of acecoline. Each 
tablet contains 5 m.gm. of a-methylacetylcho- 
line bromide which in combination with 5 m. 
gm. of bromocholine bromide, has a pronounced 
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effect in relaxing peripheral spasms. It is not 
toxic and does not lose its effect after prolonged 
administration. The dose is from 4 to 6 
tablets. 

(23) Hypotensyl (A. F. D.) isa preparation 
in tablet forms containing the active principles 
of mistletoe with hepatic and pancreatic extracts, 
for the treatment of conditions associated with 
high B. P. Dose is from 3 to 6 tablets daily. 


(24) Mistletoe has a 2% sol. in alcohol and 
water named ‘intrait de gui’. It isa valuable drug 
for the more common cerebral symptoms of hy- 
pertension. Dosage is 2.5 to 5 cc of the solution 
three times a day before meals. There is no 
ill effect. 

(25) Muscle extract—Lacarnol is seen to be 
most effective in pains of angina. Oral dosage 
is 10 to 25 drops one to three times daily. 
It is the best remedy when hypertony is present 
with following symptoms: 

(a) Attack of radiating pains. 

(b) Sensation of oppression. 

(c) Dyspnoea. 

It acts by dilating the coronary arteries. 
Various Indian preparations as sarcolan (B. C. 
P. W.) is on the market. 

(26) Rasnais an Indian parasital plant gro- 
wing specially on mango trees. Its tincture in 
one or two drops once or twice has been effec- 
tive in checking oppression of hypertonic cases. 
Though there is no effect on blood pressure 
it perhaps acts by dilating coronary arteries. 
In Kaviraji system it is said to alleviate 


‘Bayu’. 

(27) Col. sulphur (Crookes ). Injection of 
colloid sulphur every day for a week is said to 
be effective in reducing blood pressure. But 
the effect is transient. 
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(28) Electro-therapy and massage do little 
good except giving some physical comfort. 

Let us now dwell on the drugs for relief of 
symptoms associated with high blood pressure. 

For haemorrhage: Though it is unwise to 
close nature’s valve, sometimes it become impen- 
ding to check haemorrhage where B. P. gets too 
low or patient gets too anaemic. We have seen 
an Indian drug very effective for the purpose. 
Apart from injections of emetine, ergotin and 
use of big doses of salines and iodides and 
nitrites, occasionally we foolishly resort to cal- 
cium injections. But fresh juice of 20 leaves of 
Ayapan twice a day sweetened with little sugar 
is effective in checking epistaxis, haematemesis 
and rectal haemorrhage of hypertony without 
materially increasing the blood pressure. 

For anginal pains: A list of various drugs 
has been mentioned before. Occasionally, mor- 
phia, luminal, chloretone are advised by old 
physicians, but we do not think there is any 
rationale in it. Theobromine seems to have 
good effect. Paravertebral injection of alcohol, 
sympathetic ganglionectomy and injection of 
stovaine into peripheral skin area are all surgi- 
cal measures. But injection of muscle-extract 
acts like a charm. 

For dyspnoea: Injection of trinitrini and 
orally other preparations of nitrites are useful. 
Venesection is resorted to and is found effec- 
tive. In cases with acute symptoms, the follow- 
ing is the best procedure : 

(a) Rest, (b) starvation and water (c) hydrarg. 
subchlor, 2 grs. in divided doses followed by 
big doses of saline, (d) a combination of sodium 
bromide, lithium hippurate, sodium nitrite, cal- 
cium diuretin. * 








*Paper read at the Scientific Section of IX All India Medi- 


cal Conference held at Lucknow in December, 1932 











Thiosarmine in the Treatment of Syphilis by the 
Intravenous Method. 


By G.N. KHANNA, Capt., M.B.B.S. (EX I.M.S) 


Honorary Surgeon, Health Centre for Men, Delhi. 


Thiosarmine is the name given to a com- 


pound sulpharseno-benzene prepared in the 
Brahmachari Research Institute, Caleutta, for 
the treatment of syphilis. ‘This is the first 
preparation of its kind prepared in an Indian 


laboratory. 


A series of cases treated with this drug intra- 
muscularly were published in the Indian 
Medical Gazette of November 1931 & May 1932. 
Ever since I have been looking out for a 
supply of this preparation for trial, but succee- 
ded in getting only a few samples about the 
end of April last. It is now easily available at 
the local depot of the Bengal Immunity Co. in 
any amount. 

The following is a series of 5 cases of syphilis 
treated by me with this compound by the intra- 
venous route at the “Health Centre for Men,” 
Delhi. 

Group I. ‘This group includes cases with 
primary & early secondary lesions. Total num- 
ber of cases is two. But one of them stopped the 
treatment as usual of his own will after the first 
injection. 

J. Singh, aged 28 years, was admitted on 
28-4-32 with an indurated chancre at the frae- 
num causing partial phimosis and purulent dis- 
charge ; there was a history of contact. A few 
secondary eruptions were seen just coming out 
on the face and arms. 


Treponema Pallida were found in the scra- 
pings from chancre. Urine was found to be free 
from albumin & sugar. 

KAHN’s test was strongly positive from the 
very beginning in both the cases. "Thiosarmine 
0'075. was given intravenously on 8-5-33 and the 
second dose of 0.15 gm. repeated on the fifth day. 
Patient attended the centre the same evening 
and temperature was found to be normal 98. 4.° 
The folowing morning also the temperature 
was found to be normal. 


Patient was examined on the 15th May, 1933. 
Secondary lesions disappeared and induration 
round the prepuce was found to be much 
reduced. 


Third dose of 0.30 gm. of thiosarmine was 
repeated intravenously and 4th dose of 0.30 gm. 
given on 19-5-33. 

On 25-5-33, the discharge from the chancre 
completely stopped and healthy granulations 
were visible. Prepuce could be pulled back now. 
Blood was sent for KAHN’s test and found to be 
completely negative. 

On 26-5-33, 5th dose of 0.45 gm. of thiosarmine 
intravenously, followed by 6th dose of 0.45 gm. 
on 29-5-33 and 7th dose of 0.60 ym. on 2nd 
June. Thus the patient had a total of 2.5 om. 
of thiosarmine in all. 


Patient had no reaction even after the last 
dose of 0.60 gm. of thiosarmine. The chancre, 
phimosis and other lesions completely 
disappeared after the 5th. injection. 


Patient will now be discharged and asked to 
come again after six weeks for the KAHN’s test 
before finally declaring him free from infection. 

Group 11. This group includes cases with 
late secondary lesions. 

Two cases were treated but unfortunately 
one of them stopped attending after the first 
injection and could not be traced. 


Patient, S. Ram, H. M., aged 30, was admitted 
with a bad sore-throat, mucous patches at the 
angles of the mouth and inside the lips with 
condyloma ani. Duration of complaint—four 
months. History of contact and chancre, 5 
months back. 

Sear of a recently healed chancre was visible 
on the glans penis and there was general shotty 
enlargement of supratrochlear, inguinal, cervi- 
cal, post-cervical and axillary glands. 
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Blood for KAHN’s test was found strongly 
positive. Treponema Pallida were found in the 
scrapings from the lesions. 


Four bi-weekly injections of thiosarmine, 
0.15,0.30, and 0.45 were given intravenously. 
Mucous patches on the lips and mouth healed up 
completely after the third injection while 
condylomata became dry. 


5th, 6th & 7th injections of thiosarmine., 0.45 
and 0.60 gm., were repeated bi-weekly. Patient 
had a reaction, temperature going up to 102°F 
after the 3rd injection which came down to nor- 
mal after two or three hours. Otherwise he had 
no other reaction throughout the course of 
treatment. 


Total amount of thiosarmine given  intra- 
venously was 2.7 gms. Condylomata and all the 
other lesions healed up completely after the 
5th injection. 


Croup III. This group includes cases with 
outward signs and symptoms of general infec- 


tion, low fever anda strongly positive KAHN’s 


test. 
Total number of cases 2. 


Both these cases were admitted with com- 
plaints of genaral weakness, malaise and pain all 
over the joints and body. There was a history of 
chancre five months ago. Copper coloured scars 
were visible on the extremities. Patient was 
anaemic and there was general adenitis of supra- 
trochlear, cervical, inguinal, axillary and post- 
cervical glands of the body. There was a his- 
tory of headache and low fever in the evening. 

Blood was found to be strongly positive to 
Kaun’s test. Urine was examined & found free 
of sugar and albumin. 


Patient was given four intravenous injections 
of thiosarmine 2.e. 0.15 gm., 0.30 gm.0.30 gm. & 0.45. 
gm. on alternate days. Three more intravenous 
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injections of thiosarmine 0.45, 0.45 and 0.60 ems. 
were given bi-weekly. 

Headache and fever subsided after two injec- 
tions and pain in the body and in joints sub- 
sided after the fourth injection. 


Patient had slight reaction and rise of tem- 
perature lasting only a couple of hours after the 
2nd & 3rd injection only. There was absence of 
reaction of any sort at the subsequent injections. 

It is interesting to note that while giving 
the first injection in this case about $cc. of the 
solution oozed out under the skin due to an 
accidental double puncture in the vein which is 
a very common but a serious mishap in the case 
of neosalvarsan injection. Patient complained 
ofa slight pain at seat of injection which sub- 
sided after ten minutes. On examining the case 
next morning, there was no inflammation or 
local reaction on the arm, as one would expect 
in the case of neosalvarsan, There was no pain 
or tenderness on the arm. This showed that the 
preparation could be safely used by the sub- 
cutaneous route as well. 

Conclusions: 

Specific action of the compound thiosarmine 
intravenously is confirmed in all the different 
stages of syphilis. 

In the majority of cases, it causes no reaction 
while in some, only a mild reaction for a couple 
of hours only. 


The same preparation can be used subcuta- 
neously, as well as intravenously. 


My thanks are due to the manufacturers for 
suppling a couple of sets of thiosarmine for 
trial free of cost and most sincere thanks are due 
to my colleagues Dr. S. K. SEn, the bacteriolo- 
gist for performing all the the tests for these 
cases and for all the cases attending the ‘Health- 
Centre” free of charge, and to Capt. J. P. 
GANGULLY M. B. on whose suggestion I gavea 
trial to this preparation on the above cases. 











History of Development of Cataract Surgery and 


its Latest Improvement 


By NIRANJAN CHATTERJI, Mm. B. Calcutta 


Of all the different methods of operation on cataract, 
lens my Ppt is the most ancient and it is being practised 
in the East especially in India from time immemorial ; even 
to-day a very large number of cataracts is treated by the 
quack couchers. It is in fact the parent of all modern 
operations on cataract and the first description of this 
surgical procedure as far as history can be traced to its 
remotest aniquity is to be found in the SUSRUTA SANHITA 
whose age according to the antiquarians is about one thou- 
sand years before the birth of Christ. In the seventeenth 
chapter and twenty fourth verse of Uttartantra of the 
said Sanhita, susRvuT describes the treatment of the cataract 
as follows : 


“If the substance causing loss of vision is not of a crescen- 
tic shape nor when the surface looks speckled with miunte 
perspiration like drops or when it is not of a pearly appear- 
ance, neither hard nor uneven and if it has not multiple 
lustres and variegated colours or if the eye is neither pain- 
ful nor red then the patient is to be got ready for operation 
in a sitting posture after being properly annointed and 
fomented at a season of the year which in neither too hot 
nor too cold. The patient should steadily look towards his 
nose, the resourceful physician will now expose the black 
area of the eye separating the lids from the two white 
portions and then thrust his needle near the outer margin 
of the black surface. While entering the needle the eye 
should be kept moderately opened the lids being neither 
widely separated nor too much closed. The needle is then to 
be further entered through the natural orifice of the eye 
(pupil). Perforation should be done through a spot where 
there are no blood vesselsand which is neither high nor low 
that is a middle spot, and it should be pe rformed from a 
side. The puncturing is to be effected in a very careful and 
reliable manner by a needle having the end ‘shaped as a 
corn of oat, that is, broad in the middle and tapering toa 
point at the end. ‘The instrument is held between 
the thumb and the index and middle fingers in a 
steady manner: the left eye is to be operated on 
by the right hand and the right eye by the left hand. 
If the puncturing is properly done there will be 
an escape of fluid with a sound but improperly performed 
operations will cause b leeding and there will be no sound, 
As soon as the needle is entered, the eye is to be moistened 
with human milk. The needle being kept perfectly fixed, 
foment ition is applied to the outside ofthe eye: thepupillary 
area is then scratched and the substance causing blindness 
is removed from that part by elevating the hz undle end of 
the instrument and depressing the cutting point, shutting 
the nostril of the side other than that of the operated 
eye (that is the left nostil in case of the right e ve and vice 
versa ): The operation can be called successful only when 
the vision becomes clear like the sun uncovered by clouds 
and painless ; then the objects will become properly visible. 
At this stage the needle is slowly extracted from the eye; 
the eye is now smeared with ghee and wrapped round with 
a piece of linen. The patient then lies flat on back in a 
comfortable room free from draught of air. During the time 
of operation the patient must not vomit, couch, sneeze, 
spit or belch and afterwards he should observe the regula- 
tion as enjoined by the physican. After every three days the 
eye is to be washed with astringent lotion, when three days 
are over, fomentation is applied over he eye lest it may get 
inflamed. In this way the patient has to live in a restrained 
manner for ten days, after which he will have to use drugs 
beneficial to eye sight and take easily digestjble rice in 
proper quantity.’ 


Some English writers consider AURELIUS CORNELIUS 
CELSUS, a contemporary of Christ, as the first who descri- 
bed this method; mention of it can also be found in the 
w ritings of sev eral Arabian authors such as AVICENNA, 
who lived between 860 and 932 A. D. and Rhases, who 
lived between 9&0 and 1037 A. D. It was introduced into 
Europe undoubtedly from the Kast w here it was the esta- 
blished method thousands of years before it appeared in the 
records of Western Surgery. In 1812 JAMES WARE gave a vivid 
description in his treatise on Cataract but it was MACKENZIE 
only so late as 1854 who gave the most complete and interes- 
ting description of couching. He distinguished sharply 
between the operations of depression and reclination. In 
depression the whole lens is pressed downwards below 
the level of the pupil until it lies on the floor of the ey eball 
and its anterior surface is directed forward and downward. 
In reclination the whole lens is swung backward towards 
the bottom of the vitreous chamber in such a way that its 
anterior surface is facing upwards, its upper edge 1s turned 
to the rear, the lower edge remaining attached below to 
the suspensory ligament. 


Couching or cataract pricking, as it is called, held the field 
as the surgical treatment of senile cataract up to the end of 
the I8th century. In the vast majority of the cases, the 
later consequences of the operation were as melancholy as 
the immediate result was brilliant. The eyes were frequently 
destroyed either by inflammation or by increase of tension. 
Besides, the lens after depression or reclination failed to 
remain in its place in the vitreous ; it often rises and occu- 
»ies its own position behind the pupil or it may even lodge 
itself in the anterior chamber. This displacement of the 
lens into the anterior chamber gave the first occasion for the 
performance of extraction of cataract. The first information 
of this extraction method is to be had from the 17th century 
when in several instances the lens had to be removed from 
the anterior chamber where it lodged as an after-effect of 
the depression. 


DAVIEL, a French Surgeon, who had already done this 
sort of extraction in a number of cases was the first man who 
in the year 1745 deliberately made an incision in the cornea, 
lacerated the capsule and pressed out the contents as a 
systematic operation in all cases of senile cataract situated 
behind the pupil. Thus a new era in the history of cataract 
operation was inaugurated by him, since from that time the 
extraction method began more and more to take the place 
of couching. The instruments which he employed were (1) 
a pointed lancet shaped needle with cutting and curved 
edge, designed to make the first opening, (2) a blunt needle 
cutting and curved with which to enlarge the opening, (3) 
two pairs of curved scissors, (4) a small slightly curved 
spatula, (5) another small pointed needle with cutting edges 
to lacerate the capsule, (6) a small curette and (7) a small 
pair of forceps. 


The original method of DAVIEL, naturally needed much 
improvement; it underwent many modifications in the 
course of time of which the best was that of BEER. To 
make the corneal section efficient, BEER invented a knife 
which broadens from point to handle having a wedge-shape. 
With this knife it is possible to complete the section with a 
single sweeping movement after the puncture and the 
section acquires a high degree of regularity. The cutting 
was somewhat inside the limbus and exactly the lower half 
of the cornea was separated from the sclera ; the capsule 
was opened and the lens delivered but no iridectomy was 
done. 
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This operation prevailed for a long time and in success- 
ful cases ideal results were obtained. But unfortunately 
considerable number of cases were lost by suppuration of 
the eye. As infection of the wound by micro-organism was 
unknown in those days, the method of operating was 
held solely responsible for the disasters. This time Von 
GRAEFE invented a method of his own ; he considered that 
the cause of the suppuration lay in the shape of the section 
with a flap which gave rise to great gaping of the incision 
and consequently the lips of the wound were not properly ap- 
posed. Von GRAEFE accordingly applied linear incision 
for extraction of cataract owing to the promptness with which 
the wound healed. The incision was made in the upper 
part of the cornea and iridectomy was combined with 
at. But the attempt was unsuccessful in many cases 
because the section always remained too small for the 
cataract which in its passage contused the lips of the wound 
and inflammatory reaction was common. JACOBSON tried 
to remedy this evil with better results; he gave up the 
linear character of the section and made a flap incision 
which was placed in the sclera outside the limbus ins- 
tead of in the cornea, in a downward direction. This method 
gave less frequent suppurat ion of the wound owing to the 
fact that the sclera being a vascular tissue unites quickly 
and is less disposed to suppuration than the non-vascular 
poorly nourished cornea. 











Von GRAEFE now tried to combine in a new method 
both the advantages ofa linear character of a section 
ensuring a good coaptation of the edges of the wound and 
the scleral situution to guard against suppuration. He 
soon found that to achieve these objects he must have to 
make sufficiently long incision which could not be done 
with the ordinary lance shaped knife. Von GRAEFE accor- 
dingly devised the narrow linear knife which soon proved 
to be one of the most useful instruments in Ophthalmology 
till to-day. His incisiouw lay in the sclera the middle 
of which was just outside the summit of the cornea. 
A conjunctival flap and an iridectomy were its necess- 
ary accompaniments. He called this new method “Modi 
fied linear extraction. 


Though the results of this new — were much better 
as suppuration of the wound became less frequent, vet it 
suffered from great disadvantages as more operative skill 
was necessary, the delivery of the lens became more difficult 
owing to slight tendency of the wound to gape; the sec- 
tion being more peripher: il and close to the zonula and cili- 
ary body, prolapse in the vitreous and incarceration of the 
limbs of the coloboma in the wound were frequent and 
iritis and iridocyclitis became proportionately more 
common. 


In spite of all the modifications and so-called improvements 
in the open method of cataract extraction, large numbers 
of eyes continued to be lost and to judge by the numbers of 
successful cases it could not cope with the oldest method of 
of lens couching. 


But with the advent of Listerism, things took a different 
turn, when the value of antiseptic method had been fully 
recognised and it was firmly established in all surgical pro- 
cedures, danger of suppuration of the wound was reduced 
to a minimum ; the surgeons no longer hesitated to make the 
section in the limbus or in the cornea itself and finally gra- 
vitated to the old method of section with a corneal ‘flap as 
was done by DAVIEL and BEER in former times. 

Von GRAEFE introduced cystotomy for opening the cap- 
sule and later capsule forceps came into the field for taking 
out a piece of the anterior capsule ; but in cases of thickened 
capsule it frequenly happened that instead of the capsular 
bit the whole lens was extracted in capsule en masse the 
zonula being ruptured. 


Synchronously with c capsule laceration method, opera- 
tors began to feel the necessity of removing the lens in 
capsule and performed it in selected cases. A few names 

may be mentioned in this connection., Col. Smirn, after a 
laborious search of published medical records, was able to 
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find out the names of SAMUEL SHARP who performed intra- 
capsular extraction between 1700 and 1773, A. C. RITCHER, 

who in 1773 passed a needle through the sclera, impaled the 
lens, manipulated it into the anterior chamber and delivered 
the lens in capsule through a lower corneal section, Von. 
MAHRENHEIM who in 1781 suggested that all cataracts be 
delivered in capsule. G. J. BAER revived RITCHER’S opera- 
tion in 1799. CHRISTIAN in [845 expressed the lens in capsule 
by finger pressure on the upper lid. PAGENSTECHER of Wies- 
baden in 1866 introduced a specially devised spoon for intra- 
capsular removal ; after completing the section and excising 
the iris he passed a special spoon behind the lens and lifted 
it out of the eve, pressing ai the same time upon the cor- 





nea. Removal of the lens in its capsule was regularly 
performed by Col. M. C. McNamara, Prof. of Ophthalmolo 
gy in C ilcutta Medical College, who commenced in {S04 
Joun W. WriGut of America in’ 1889 performed expression 
in capsule and placed it on a scientific basis, Col. MOLRONEN 
came next, who followed essentially the same method = as 





McNAMARA’S but made a great advance in extending it to 
all forms of senile cataract 


Though removal of the lens in capsule proved a real 
step forward in attaining to an ideal operation, it did not 
receive so much attention fromthe cphthalmic surgeons 
as it deserves as a practic al measure. This was evident- 
ly due to the fact that the operative procedures as gener- 
ally adopted were not such 2s to prevent undesirable 
complications, such as, prolapse of the vitreous and burs- 
ting of the lens capsule etc. ; besides, upto 1884 opera- 
tors had to work under a great disadvantage of giving a 
general anaesthetic such as chloroform with all its atten- 
dant evils under very adverse circumstances of opera- 
ting on cataracts especially, a highly delicate operation, 
But since then, thanks to the discovery of anaesthetic 
value of cocaine by Dr. Kart, Koiier, ophthalmic surg 
ery has been robbed of its terrors. 


Lastly, Col. Henry Sairn, of Jullander fame, came 
into the field and showed to the ophthalmic world for the 
first time the essential practical steps in the intracapsu- 
lar removal of lens, without which the operation as a 
routine procedure is doomed to failure. His technique 
is radically different from that of his predecessors ; he 
is the first to point out the absolute necessity of controll- 
ing the lids, thereby eliminating all pressure exerted by 
the orbicularies over the globe, thus keeping the situation 
under command of the surgeon and not at the mercy of 
the patient in times of difficulties. It is he, who for the 
first time has populerised the intracapsular method as a 
practical step in all cases of senile cataract whether 
immature, mature or hypermature. Thus, to my mind it 
appears that the foundation of an ideal intracapsular 
cataract surgery on a workable basis has been laid by 
him only and none others. 


He has described three methods of delivering the 
lens. The first is an upright delivery in which the upper 
edge of the lens is dislocated first in the wound and the 
lens delivered with the top edge foremost. The second 
is a version delivery of soft cataract in which the lower 
edge of the lens is dislocated first away from the wound 
and tilted forward to throw a somersault and tke lers is 
finally delivered with thé lower edge foremost. The third 
and his latest method is to deliver all senile cataract hard 
or soft as atumbler. Here also as in the second, the lower 
edge of the lers is detached from the suspensory ligament 
below and tilted forward; a lens hook is insinuated 
through the cornea behind the lens and the cataract is 
delivered out of the wound with the lower edge foremost. 
The upper edge of the lens is all along held in place by a 
spatula and thus prevented from shifting its position 
throughout the process. In the first method which was 
the original one, he occasionally met with some complica- 
tions during the operative stage such as prolapse of the 
vitreous and bursting of the lens capsule of soft cataract. 
The second method was devised for soft cataracts only 
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thereby eliminating all the above complications. His 
third and the latest procedure is intended for all senile 
cataracts and he claims to have been able to eliminate all 
the dangers and complications in cataract surgery. 


To simplify Smith-Indian operation of cataract 
several surgeons of repute came on the scene with their 
respective modifications. ARNoLD Knapp, TOROK,GREEN- 
Woop and StancuLeanu of Bucharest all used capsule 
forceps to hold the capsule of the lens and thus applied 
direct traction on it in attempting intracapsular delivery. 
Prof. BarRAovuER of Barcelona, Spain, introduced a 
different method ; he grasps the lens by the employment 
of suction through a vacuum cup-tipped instrument 
which is called Frisifaco being worked bya _ vibratory 
pump. : 

All these traction methods can be suecessful only to 
avery limited number of cases where the capsule of the 
lens is very tough and thick and does not tear away by 
direct violence and where the cataract is of the hyper- 
sclerotic variety with the nucleus and capsule being one 
toughened mass ; but in the vast majority of senile cata- 
racts they are bound to meet with failures as the lens 
capsule there is the thinnest of membranes and the mere 


JOURNAL 
I, M, A. 


act of touching it with an instrument, not to speak of 
traction, will be enough to burst the capsule and frustrate 
the very object of the method for which it is applied ; so 
we see that till now the Smith-Indian operation has not 
been improved on by any published method. From what 
I have stated above, it must not be understood that 
the smitH operation is an ideal one, devoid of all complica- 
tions and leaving no room for further improvement. There 
are undoubtedly some outstanding difficulties in this 
operation which smituH himself was quite aware of and 
hence he successively developed three methods of expres- 
sion, from without, each being an improvement over the 
former. The intracapsular removal of all hard cataract as 
a tumbler is his latest improvement. In fact there is no 
one particular method of his which is equally suitable for 
all varieties of senile cataract hard or soft. = 


Lastly I may mention that I devised a method some- 
time ago which gave entire satisfaction. The details of 
this operation appeared inthe July number of this 
Journal in 1932. * 





* Paper read at the Scientific Section of the VIII All 
India Medical Conference held at Calcutta in March, 1932. 


Indian Science Congress 


Twenty First Annual Session 


The ‘Twenty-first Annual Session of 
the Indian Science Congress will be held in 
Poona from January 2nd to 7th, 1934, under 
the presidentship of Dr. MEGHNAD:SaAH, D. Sc., 
F.R.S., F.A.S.B., Professor of Physics, Allahabad 


University. 


Intending members are requested to send 
their subscriptions to the Congress, preferably 
before the 1st of October to the ‘Treasurer, 
Asiatic Society of Bengal, 1, Park Street, 
Calcutta. 


No papers are admissible for reading at the 
session by any one who has not been enrolled 
as a member by the 1st October. 


If any one proposes to read a paper it 
should be forwarded together with three copies 
of an abstract so as to reach the President of 
the Section concerned not later than Ist 
October 1933, for submission to the Sectional 
Publication Committee. Abstracts should be 
typewritten and must not exceed 200 words. 
They should not include formula or diagrams. 
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Editorial Comments. 


Value of Early Recognition of Infections with different 
Serological races of Pneumococci, in the Treat- 
ment of Pneumonia. 


The modern view of the serological races 
of pneumococci, dates back to 1910, when 
NEUFELD and HAENDEL in Germany found out 
that virulent pneumococci did not form a 
serological group. Extensive work in this 
line was carried on in America and _ the 
American classification has now been accepted 
by all countries. Judged by the agglutination 
and precipitation tests, the pneumococci have 
been divided into types I, II, II] and a hetero- 
genous collection of organisms called group IV. 
CoopER and others in America, have, further, 
divided the group IV into a number of fixed 
types and have been able to produce specific 
diagnostic sera from many of them; but these 
are not as yet of any practical importance 
from therapeutic point of view. The speci- 
ficity of the fixed types are due to specific 
carbohydrates present in the capsule and 
these give rise to precipitin formation when 
brought in contact with specific sera. 


Investigations have been undertaken in 
different countries to find out the relative 
incidence of the different types of pneumococci 
in primary lobar pneumonias, secondary 
bronchopneumonias and also in normal mouths. ; 
55 to 75% of lobar pneumonias are due to 
types I & II; 5 to 15% to type III, and the 
test to group IV. Prognosis is best with type 


EDITORIAL COMMENTS 493 


I cases, while mortality is worst with type 
III cases, type II cases come midway between 
the two. Type I occurs in the young, while 
type III occurs in the aged. Most likely the 
incidence of the different types is not the same 
everywhere ; nor does it remain the same in 
the same locality. 


Very little is known about the prevalence 
of the various types of pneumococci in this 
country. So far as we are aware, the only 
published figures are those of MALONE. His 
observations, based on 106 cases, are as 
follows: type I (28.3%)type II (17.0%), type 
III (7.5%), and group IV (47.2%). 


These figures differ from those of the Eng- 
lish and American workers in the predominance 
of group IV cases. A large number of obser- 
vations will have to be made, before this 
question can be decided. 


Gupta attempted to do some work in 
these lines. His figures are very meagre. He 
was very zmuch hampered for want of funds 
and the work was interrupted, as he left the 
country for higher studies in Germany. We 
give prominence to his paper in the hope 
that this line of research may be taken up by 
others, so that we may have some idea of the 
types prevalent here. 


The rationale of passive immunisation in 
pneumonia is based on animal experiments. 
Specific type sera protect mice against virulent 
pneumococci of the same type, if injected at 
the same time and rabbits may be protected, 
if administered intravenously, shortly after 
establishment of bactereemia. Serum treat- 
ment of pneumonia has been extensively tried 
in America for the last 15 years. ‘The published 
results are not very encouraging, but it is 
generally agreed that given in adequate doses, 
the treatment is of value in type I cases. To 
get the best out of serum treatment we must 
administer it early in the disease and give it 
in sufficient strength to neutralise the circulat- 
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ing antigens, but as these antigens are type 
specific, and serum prepared against one type 
is useless against other types, laboratory men 
have been trying means by which cases can be 
typed at the shortest possible time. 


Of all the methods of typing, the ordinary 
method of culturing and isolating pure strains 
and subsequent testing with agglutinating sera 
is the most reliable and is the method of choice 
for research work. But this method is too 
slow to be of any use to the clinician who 
would like to administer serum as early as 
possible. 


The mouse test method has been devised to 
meet this difficulty, but this test requires at 
least 5 to 8 hours. SABIN has shortened this 


time to3 to4 hrs by doing the agglutination 


tests on slides, followed by fixing and staining. 


ARMSTRONG has devised a method of typing, 
by which the types can be determined directly 
from the sputum. The sputa are treated with 
different type sera, the pneumococci swell up 
and have a characteristic ground glass appear- 
ance with type specific sera. 


KRUMWIEDE coagulates the albuminous por- 
tion of the sputum by setting it in boiling 
water for three to five minutes and the superna- 
tant fluid obtained by; centrifugalisation is 


layered in 0.2 cc. amounts on equal volume of 
undiluted serum, a ring forms at the junc- 
tion, which on shaking and incubating for 
15 minutes appears as fine flocculation in the 
mixture. 


Specific precipitins can also be demonstrated 
by treating the serum and urine with type sera, and 
incubating these for one hour at 37°C. 

The greatest drawback to all these rapid 
methods is that they cannot be carried out in the 
course of ordinary laboratory work. There must 
bea special organisation with trained techni- 
cal assistants to carry on the work at all 
hours so that a case can be taken in hand as 
soon after admission as possible. Such an 
organisation will be too costly to be introduced 
in our general hospitals. 

The more. practical method would be 
to initiate treatment with an_ effective 
dose of polyvalent serum, and continue 
treatment with sera, especially if a bacteraemia 
is revealed by blood culture or marked toxaemic 
symptoms are present. A typing may be done 
from the blood culture or sputum culture. This 
usually takes 24 to 48 hrs. If the case turns 
out to be of type III or group IV, there is no 
advantage in continuing the treatment. A 
leucocyticcount before and after the serum treat- 
ment is also of great help. ARMSTRONG found 
in severe and unfavorable cases, where there is 
a low count, leucocytosis follows administration 
of serum. In other cases, a favorable reaction 
is always accompanied by a fall to normal 
numbers. 
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A case of Corneal Ulcer with Hypopyon treated 
With Milk injection. 
By J. 1. JAGOTA, 1. S.M.F., P.S. M.S, 


Medical Officer, Kola Dhurgi, Nainital. 


A Zemindar lady who had an injury in the 
eye came to my dispensary complaining of 
severe pain, lacrimation, photophobia and 
diminution of vision. Her lids were swollen, 
conjuctiva granular and congested. Cornea was 
ulcerated in the centre and there was pus filling 
4 of the anterior chamber. Circumcorneal injec- 
tion was present but was masked by conjuncti- 
val injection. Iris was sligtly muddy. 

Treatment was instituted as follows: 


Warm boric lotion wash, 3 times a day. Hot 
boric fomentations, twice a day. Atropine and 
dionin drops were given. Atropine ointment was 
also prescribed with pad and bandage. 


Five or six days after this treatment, ? of the 
anterior chamber was full of pus. 


In addition to above treatment, 5 c. c. steri- 
lized goat’s milk was injected intramuscularly 
on the same day. 


On the 7th day of injection, there was 
less swelling of lids and less pain, but pus 
did not deerease in amount. 


On the 10th May,5 ec. of goat’s milk was 
again injected intramuscularly in addition to 
local treatment. 


On the 11th day, pain and swelling decreased 
and pus occupied only }th of anterior chamber. 


From this day 6% silver nitrate solution 
was applied on everted lids and the excess was 
washed off. 


On the 13th day, 5 c.c. sterilized goat’s milk 
was again injected intramuscularly. 


On the 14th day, there was no pus at all in 
the anterior chamber. 


In addition to the application of 6% silver 
nitrate solution, the ulcer was treated with dull 
red hot cautery followed by the usual atropine 
drop, pad and bandage asa result of which the 
ulcer began to heal. 


After 60r 7 days of this treatment, the 
patient was discharged from the hospital with a 
central opacity of cornea and was advised to 
come later on for optical iridectomy. 


My warmest thanks are due to Lt. Col. R.S 
TOWNSEND, Civil Surgeon, Nainital, for per- 
mitting me to publish this case note. 
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Gonorrhoea—Some Observations on its Treatment. 
By PRAFULLA KAMAL ROY, ™.B. 


It has been suggested by various observers 
that gonococci, during dev elopment, may 
produce certain immunising or antigenic subs- 
tances, capable of being isolated and made up 
into immunising substances for use in the 
treatment of gonorrhoea. 


Ihave had the privilege of doing some 
amount of work in this connection during these 
years and the following seem to follow from my 
work : 

First that these substances are speci- 
fic in nature in as much as other organic 
substances of allied chemical nature fail 
to produce similar favourable results 
when introduced into infected subjects. 

Secondly, that the substances pro- 
duced by different strains of gonococcus 
behave similarly so far as the beneficial 
effect of cure is concerned; it 1s 
imunaterial, therefore, whether they are 
derived from an autogenous or from a 
foreign strain. 

Thirdly, that they effect a cure, 
without relapse, within a month of treat- 
ment even in subjects refractory to the 
ordinary known methods of treatment. 

Fourthly, that complications of 
any moment are relatively unknown in 
this method of treatment. 

The above propositions appear to receive 
support from the following case-notes ; special 
attention is however, invited to cases 1V and V 
of the series. 

CasE I. K.B.P., Rajapur, Tipperah, brought 
in by Dr. M. C.S. on 25.6.30., For : 

(1) Profuse urethral dischage, 
(2) oedema of penis. 
Laboratory Findings : 


Gonococcus found in discharge. 
Treatment : 


Prepared autogenous gonococcal immunis- 
ing vaccines for administration by the doctor 
himself. 

Result : 

The doctor reports thus: Urethral discharge 
completely stopped and associated maladies 
disappeared after three injections. 

No relapse reported since then. 

Patient said to have married several months 
afterwards apparently without any serious 
consequences to either side. 





mane @*7—rnRnrrc AQT 


CASE NOTES 


JOURNAL 
I, M.A. 


CasE II. H.C.S., Comilla, appeared on 24.10.30. for : 


(1) Scanty urethral discharge for the last few years. 


Previously treated with mixed gono. vaccines etc., 
without any appreciable improvement; other systems of treatment 
produced temporary benefit. 


Laboratory Findings : 


Gonococcus found in discharge. 


Treatment : 


The patient was treated as follows : 





Date 


25.10.30 


26.10.30 


28.10.30 


4.11.30 


5.11,30 
10.11.30 


11.11.30 


13.11.30 


14.12.30 


15.12.30 


26.12.30 


30.12.30 


31.12.30 


1.1.31 


Discharge 
Scanty 
Same 
Same 
Same 
to | Same 


Same, but difficulty 
In micturition 


Less, trouble about 
urine less also. 


Same, no trouble 
about urine. 


Diminished 


Fair amount 


Diminished 


Further 
diminished 


Still more 
diminished 


Very scanty 
Scantier still 


Nil 


Treatment 





Injection of organic extract 
Do 
Urethral itrigation followed with 
organic ext. injections. 
Do 


Irrigation & Org. Ext. Injection. 


No irrigation etc., hyoscyamus and 
buchu mixture only. 


Mixture only. 


Irrigation followed with G. immunising 
vaccines. 


Irrigation & G, immunising vaccine. 
Irrigation followed with G. immunising 
vaccines. 


Irrigation & G. immunising vaccine. 


| 





Remarks 


Absented on 27.10.30., 
took medicines not 
prescribed. 


Absented on 
12.11.30. 


Did not report 
from 14.11.30 to 13.12.30. 


Absented again 
from 16.12,30. Reported on 
26.12.30. of very scanty 
discharge on 16.12.30. 
which disappeared 
from 17.12.30. to reappear 
on 24.12.30. 


Advised to report if any 
relapse. No report still. 
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CasE III. P.C. R., Comilla, appeared on 24-10-30 for : 
(1) Occasional urethral discharge since some years past. 


Previously had recourse to various forms of treatment without 
complete cure. 


Laboratory Findings : Gonococcus in discharge. 


Treatment :- As follows: 





Discharge Treatment Remarks 


28.10.30 | Scanty Injection of organic extract. 
29.10.30 Same Injections of org. ext. 
30.10.30 Same Injection of org. 


10.11.30 Same Injection of org. ext. Did not appear from 
30.10.30 to 9.11.30 
11.11.30 Same Injection of org. e 
Discontinued treatment 
12.11.30 Same Do Since 13.11.30 





CasE IV. A. G., Comilla, appeared on 26-11-30 for?: 
(1) Urethral discharge for some time ; 
(2) Burning sensation during micturition ; 
(3) Extreme debility. 

Previously treated for chronic gonorrhcea with gono-yatren etc. 
with some benefit ; the discharge, however, completely disappeared 
after further treatment in Calcutta; but it reappears now in the 
present form. 

Laboratory Findings : Gonococcus found in discharge. 


Treatment: As follows: 





Date Discharge Treatment Remarks 


26.11.31 Fair amount Urethral irrigation with pot. permang. 


followed with G. immunising vaccines. 


27.11.31 om . . 
_— | —— oe os , The vaccines used in the 
«ess rrigation & G, 1mmunising vaccine. cases were all foreign or 


28.11.31 autogenous 
Scanty a non-autogenou 
29.11.31 Scanty, thin 


30.11.31 Same 
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CasE IV ( Contd.) 



































Date Discharge Treatment Remarks 
1.12.31 Very scanty Irrigation only 
2.12.31 Same Do 
3.12.31 Same Do 
4.12.31 Increased Irrigation & G. immunising vaccine. 
5.12.31 Less Irrigation & G. immunising vaccine. 
6.12.31 Much less | Do 
7.12.31 Same Urethral irrigation with acriflavin only. 
8.12.31 | Scanty Do 
9.12.31 Same Do 
10.12.21 Very scanty | Do 
11.12.31 Nil | Nil 
12.12.31 Nil Nil 
13.12.31 Bats accent Acriflavin irrigation followed 


with G. immunising vaccines. 


14.12.31 Less Irrigation & G. immunising vaccine. 
15.12.31 Scanty Do 
| 

16.12.31 Scanty, thin | Do 
17.12.31 Same ; a few | 

threads in urine Do 
18.12.31 Very scanty ; a few 

threads in urine Do 
19.12.31 Same Irrigation followed with 


G. immunising vaccines (modified). 


20.12.31 Nil, 
slight wetting 
of meatus only ; Irrigation and 
a tiny thread G. immunising vaccine (modified). 
in urine. Advised to report 


whenever any relapse. 
; ’ Seen after 8 months ; 
21.12.5 } no relapse still. 
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CaSE V. The Medical officer, Police Hos- 
pital Comilla reports under date 6.7.32. thus : 

D.R. was admitted into the hospital on 
13.4.32 for : 

(1) Urethral discharge ; 

(2) Pain during micturition ; and 

(3) A threatening right inguinal bubo. 
Treatment : 

Upto 20.5.32. patient received daily urethral 
irrigation, either with pot. permang. or acri- 
flavin, alkalies and copaiba mixtures and a 
course of Gonococcous. 

Result : 
Bubo subsided ; pain abated ; but discharge 
2. patient received acri- 


~ 


continued. From 21.53 
flavin irrigation; and G.immunising vaccines 
(Foreign strain) After a week of treatment dis- 
charge still continued. Patient was then put 
upon alkalies per mouth; and G. immunising 
accines ( modified ). 

Gradual improvement followed till from 
7.0.32 there was no discharge. Patient was 
discharged cured from the hospital on 10.6.32. 
with instructions to report whenever any 
relapse should occur. There has been no 
report of relapse since then. 

It is necessary to mention here that, in the 
foregoing cases, attempt was always made to 
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maintain the urine within the limits of pH 7.2 
and 7.4 and that all associated conditions 
received appropriate attention so as to ensure 
the most favourable reaction of the tissues 
concerned. 

I am conscious that I have not been able to 
give here more than a few apparent facts; but 
I hope to publish a detailed account in future 
after further work on the subject. For the 
present, however, one may hope, in view of the 
above findings, that the foregoing propositions 
will prove to be true and goa great way to- 
wards solution of the problem of treatment of 
gonorrhoea. 

While on this subject, I have to admit the 
tremendous difficulties that confront me now 
and then; for, with slender resourses a 
private laboratory has ina remote place like 
this, can hardly be expected to meet the vast 
requirements for investigation into such a big 
problem Yet, by perseverance, I trust, one may 


overcome huge obstacles. 


I may not conclude here without an ex- 
pression of thankfulness for my _ assistant 
Himanst Brmal SEN Gupta but for whose 
ungrudging help I could not have proceeded 


with my work so far. 


Medical News And Notes 


[Items of news and notes of general interest to the professoin 
for incorporation in this section from the members 
of the profession will be greatly appreciated—EDITOR.] 


The Minister on Malaria in Bengal. The following 
observations were made by The Bengal Minster 
of Local Self-Government in reply to an 
address presented to him by the people of 
the Burdwan District. 

“Malaria causes 350,000 deaths in a year and 
out of a total population of 50 millions pro- 
bably 30 Millions are actually infected with 
malaria parasites and at least 60,000 of the 86,618 
villages in the province are more or less sever- 
ely affected by the disease. If Bengal can be 
made free from malaria, not only will the popu- 
lation increase in number by the absence of 
premature deaths but there will also be a great 
improvement in the general health and econo- 
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mic condition of the nation. 17 districts are 
malarious, and to bring them within the scheme 
Rs. 30,8 60,000 will be required. In my opinion 
this is nota very large amount to make Bengal 
free from malaria. The atttempt must be made. 
In spite of the financial stringency from the 
beginning of the present constitution, Govern- 
ment have been striving to increase their acti- 
vities for the improvement of sanitation and 
better medical relief in the province. The ex- 
penditure on both these heads has gone up by 
nearly 80% during the last 10 years. They have 
established Public Health circles in about 575 
thanas with a Sanitary Inspector in charge, 
have encouraged establishment of village dis- 
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pensaries by annually contributing Rs. 250 for 
each Thana dispensary and Rs. 500 for each such 
dispensary if established at Sadar. I think 
nearly 350 Moffusil dispensaries have come into 
existence and are supported by Government. 
They have also tried to tackle as far as possible 
with their limited resources, the problem of 
water supply and control epidemic diseases 
like cholera and small-pox. They have certain- 
ly checked perceptively the spread of these feil 
diseases. Kalaazar has also been controlled toa 
certain extent. In all these activities Govern- 
ment have received full co-operation of the Dis- 
trict Boards and Union Boards. They have 
shown considerable ability and courage in fight- 
ing these serious deseases. But the greatest pro- 
blem with which Bengal is faced is malaria and 
that remains yet unsolved. Financial strin- 
gency above all stands in the way of more am- 
bitious undertakings on this line. 


Fight against Small-Pox in Calcutta. As a 
precautionary measure against small pox, 
the Calcutta Municipal Corporation at its 
meeting held recently resolved :— 


(1) ‘That no grants or grants equivalent to 
rates be made to any school unless its authorities 
co-operated with the Corporation in having their 
students vaccinated. 


(2) ‘That all market-owners and the Superin- 
tendents of all Municipal markets be notified 
that their markets are liable to be closed unless 
all shop-keepers in their markets were vaccina- 
ted and special arrangements were made for 
prevention of sale of stale meat. 


(3) That the owners of all hotels, musafir- 
khanas, holwai and tea-shops be © similarly 
notified. 


(4) That an arrangement be made with the 
dharamsala and musafirkhana authorities for 
compulsory vaccination of all visitors. 


* * s 


The Mayor on amalgamntion of Ayurvedic Institution 
in Calcutta. Calcutta possesses four medical 
institutions teaching the indigenuous system. 
Of these two are the handiworks of well- 
reputed  physicains fully-qualified in the 
Western system but following the art of the 
Eastern system. It is sheer misfortune and 
economic loss to the country and the cause 
that no workable formula could be formed to 
amalgamate these four institutions into one 
of which the city might well be proud of. 
Tater the Mayor of Calcutta had occasion 
to open an extension of the in-door hospital 
of the Govinda Sundari Ayurveda College and 
in 19 course of his address he ri ightly obser- 
vec 
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“IT would like to suggest, that all the 
Ayurveda Colleges in Calcutta should come 
under one common Board to be constituted with 
prominent citizens experienced in the line and 
attempts should be made in constituting such a 
Board as early as possible to maintain these 
colleges and enable the work to go on smoothly 
in future.” 


Opening of a New Indoor Ayurvedice Hospital 
in Calcutta. The Mayor of Calcutta performed 
recently the opening ceremony of an 
Indoor Hospital of fifty beds attached 
to the Viswanath Ayurvada Maha Vidyalaya, 
an Institution founded by Mahamahopadhyaya 
Kaviraj Dr. Gananath Sen Saraswati, M. A, 
lL. M. S. who is also the Principal. The four 
storied building-in which the hospital is housed 
belongs to Dr. Sen and he is going to make a 
gift of it to this Institution as soon as the legal 
documents and other details are settled. Origi- 
nally built for his residence, the rooms of the 
building in which his wife Sunity Devi lived and 
breathed her last have now been converted into 
a female ward according to her last wish and 
named after her. 


Itis worth mentioning that Mahamahopa- 
dhapa Gannath Sen Saraswati is one of the 
foundation members of the Indian Medical Asso- 
ciation. 


* * * * 


Adqeuate provision for women in Proposed 
Civil Hospital in Assam. A women Deputation 
representing the women of Shillong, waited 
upon the Governor of Assamsome time back 
and stressed on the need for adequate accom- 
modation for women and children in the scheme 
ofa new Civil Hospital which, it is under- 
stood, is under the consideration of the 
authorities. 


Laurels for Indian Nurses. 


The Florence Nightingale medal is the most 
highly prized nursing decoration in the world. A 
limited number of these medals are distributed 
by the International Red Cross Committee, Ge- 
neva, every two years on the recommendation of 
the National Red Cross Society of each country. 
The nurses recommded for this ward must have 
rendered services of outstanding merit either in 
war or peace, and special consideration is given 
to those who have distinguished themselves on 
active service. 


The three recipients in India this year are :- 
1. Miss Agatha Mary Phillipps, R. R. C. 
Chief Principal Matron, Queen Alexandra’s 
Military Nursing Service, the head of the Mili- 
tary Nursing service in India, also chief Lady 
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supdt. of the Nursing Divisions of the St. John 
Ambulance Brigade Ov erseas in India. 


2. Miss Winfred Edith \Valters, M. B. E., late 
lady supdt. of the Civil Hospital, thar 1933 


3. Miss Edith Mary MacFarlance, R. R. C. 
lady supdt’ of St. George’s Hospital, Bombay, 
for the last 12 years. 

* “ * * 

Anti-Tuberculosis Campaign iu Goa. Col. Froi- 
lanode Melo, Director of Medical Service, Portu- 
gese India, has launched a campaign to combat 
the spread of Tuberculosis in Goa. The scheme, 
consisting of a suitable hospital and a 
sanitorium capable of accommodating 240 
patients, will entail a capital expenditure 
of Rs. 3,45,000. The maintenance will represent 
a yearly recurrent expenditure of Rs. 1,20,000. 

* * * * 


New Public Health Commissioner of India. Lt. 
Col. A. J. H. Russell, Officiating Deputy 
Director-General, Indian Medical Service, has 
been selected for the appointment of the Public 
Health Commissioner with the Government 
of India in succession to Major-General J.. D. 
Graham, whose tenure of office expires on the 
10th December. 

* * * 

Ban on Birth control, His Excellency the 
Governor of French India has promulgated 
in all the French Settlements in India 
the Ministerial Order of the Republican 
Government of France of May 30, 1933, 
relating to the law of July 31, 1920, prohi- 
biting the practices of birth-control and the 
varied methods adopted for prevention of con- 
ception. The order further states that no postal 
correspondence, distribution or transport of 
books, any writing, prints, advertisements and 
announcements, designs or pictures pertaining 
to “birth-control” should take place in any 
of the French Settlements or Colonies, 
Those who violate the above order will be 
either fined or imprisoned or both fined and 
imprisoned. The fine will range from 100 to 
5,000 francs and imprisonment from one to 
six months. 


Is a Doctor Eutitled to His Fee if not Previously 
agreed upon ? Dr. Roy of Ajmer had filed against 
one Mr. GHOSH in the Small Causes Court, for 
the recovery of Rs. 4/- on account of professional 
fees and Ks. 6-8-0 as the price of a hypodermic 
syringe broken by the defendent while the 
Doctor was at the latter’s house on a_professio- 
nal visit. 

The Registrar of the Small Causes Court of 
Ajmer decreed the claim for the cost of the 
syringe but disallowed the professional fees and 
costs, on the ground that no fees had been 
agreed upon. 
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The Judicial Commissioner on being appea- 
led for a revision of this order held that a 
Doctor, even in the absence of any agreement, 
is entitled to his professional fees and decreed 
the claim with costs throughout the suit. 


The Retiring Director General Speaks. In a 
discourse given on July 14th under the 
—— of the Simla Medical Association with 

wt. Col. Whitmore in the chair, Major-General 
Sir John Megaw, Director-General of Medical 
= all glee scot that allopathy was a misno- 
mer as they were not allopaths but students of 
scientific research in medicine and were prepared 
to accept any remedy that proved efficacious for 
a disease whether it be Unani system or Aurve- 
dic. He warned those who favoured of boycott 
of foreign medicines and said that medicine 
should not be shunned for their being merely 
of foreign origin but he was not against use of 
indigenous medicines of the same quality as 
the foreign make. 


Col. D. P. Goil, Inspector General Civil 
Hospitals, Punjab, said that the gulf between 
the service men and the independent practioner 
should be bridged and that the latter should 
be premitted to work in the State hospitals. 


a * * 


The Yellow Fever Menace. One of the prin- 
cipal subjects discussed in the League of 
Nations Regional Health Confererence held 
at Cape Town in November last was the 
prevention of the spread of yellow-fever in 
India. India was represented by Major General 
J. D. Graham, Public Health Commissionet with 
the Government of India. India abounds with 
stegomyia fasciata, the carrier of yellow fever 
and if the virus is imported here a calamitous 
epidemic is sure to start. ‘There are two main 
sources of infection—South America and West 
Africa. India’s main danger lies in Africa for 
itis before that, with the growth of motor 
and aeroplane communication, the disease 
may find its way from West Africa to Egypt and 
ast Africa from where its extension to India 
would follow almost as a matter of course. 


Primarily, therefore, India’s protection from 
yellow-fever depends on the success of the 
measures to prevent the spread of the disease 
in Africa. That the authorities there are alive 
to the problem is revealed by Major-General 
Graham’s Report on the recent Cape Town 
Couference. Convincing protective operations 
are proceeding along two main lines, namely, 
checking the spread of the disease and research 
work on a vaccine which will coufer immunity 
on persons exposed to infection. It has been 
arranged that in certain West. African colonies 
certain specifled precautions will have to be 





observed in the selection of aerodromes for the 
purpose of international flights, in their equip- 
ment when selected and in their administration. 


But in spite of all the precautions there is 
no guarantee that no infected person will arrive 
undetected in this country. Major-General 
Graham strongly pressed this view at the 
Cape Town Conference, the results of which 
will be of great assistance to Government in 
definitely fomulating their future policy in 
this direction. 


Indian Medical Appointments. ‘The Government 
of Madras have appointed two medical men 
as Medical Registrars in the hospital attached 
to the Government School of Indian Medicine 
with a view to maintain careful and accurate 
records of diagonsis, treatment and daily 
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progress of all cases in the hospital. Two 
Medical Officers have also been appointed 


for inspecting rural dispensaries in charge of 
licentiates of Indian Medicine. 


There being only 17 Unani dispensaries out 
of a total of 268 rural dispensaries the Govern- 
ment have not considered it mecessary to 
appoint a Unani doctor to one of these posts. 

a * * * 


Sholapur Hospital Fund Sweep. Sholapur 
HospitalFund Sweep took place on July, 26 
It is understood that tickets worth Rs. 26,000. 
were sold. Deducting Rs. 12500, the printing 
charges and the amount Rs. 12,500 paid for 
537 prizes, there will remain a sum of about 
Rs. 13,000 to be distributed amongst the 
various hospitals, maternity and welfare centres 
in the city and district of Sholapur. 


Societies, ete. 


Medical Societies, Associations, Union ete. are invited to make use 


of this Section of the Journal. 


Bengal Council of Medical Registration. 


The following extracts are taken from the 
minutes of the meeting of the above Council 
held on the 8th February, 1933, and released for 
publication on the 28th June, 1933: 


The Government resolution on the appoint- 
ment of Dr. B. N. GHOSH, L.MS., F.R.F.P. & S., L.M. 
and ‘T. Ahmed, mM. B,D. O. M.S, F. RCS. re- 
pesentatives of the Bengal Council of Medical 
Registration and the Government Body of the 
State Medical Facutly of Bengal, as members 
of the Bengal Sanitary Board for one year with 


effect from the 22nd December, 1932, was recorded. 


Government expressed their inability to 
accede to the recommendation of this Council 
that medical certificates granted by registered 
medical practitioners to gazetted officers apply- 
ing for leave be accepted and it was decided 
that government be requested to reconsider 
their decision. 


On an application from the Registrar, 
Rangoon University, it was decided that a 
report be made to the Local Government under 
section 18 recommending that the M.B., BS. 
degree of the Rangoon University be recognised 
as registrable in Bengal. 


—EDITOR 


Reports on the inspection of the under- 
mentioned medical schools were considered : 
Calcutta Medical School, National Medical Ins- 
titute, Jackson Medical school, Jalpaiguri and 
Chittagong Medical School. It was decided to 
recognize the Chittagong Medical School and to 
recognize temporarily for one year the 
Jackson Medical School, as institutions quali- 
fied to train and send up candidates for the 
Licentiateship Examination up to the final 
standard. 


The following gentlemen were appointed 
members of a Standing Committee to inspect 
medical schools : 

Lieut Col A. D. STEWART M.B., Ch. B., D.P.H., I.M.S., 

Sir KEDARNATH DAS, Kt. CLE. M.D., 

Dr. S. K, MUKHERJEE, D.O., D.O.M.S., F.R.C.8., 
Dr. MRIGENDRALALL Mitra, F.R.C.S., 

Dr. A. D. Mukharji L. M. F., 


On the motion of Dr. S.C. SEN GupTa, M. B., 
F.R.C.S., MD., it was decided that the schools 
be allowed to take in 10 per cent in excess of 
the normal permissible number of admissions 
in the first class. 


The undermentioned gentlemen were appoin- 
ted members of the Penal and Ethical Cases 
Committee for the year 1933: 
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Sir KEDARNATH Das, Kt. re M.D., 

Lieut. Col. T. C. Boyp, F.R.CS., D.P.H.. I.M.S., 
Dr. J. N. MAITRA, M.B. 

Dr. PRAMATHNATH NANDI, M.D. 

Dr. A. D, MUKHARJI, L.M.F., 


King George Thanksgiving Fund. 


Annual Report for 1932. 


The object of the King George Thanksgiving 
Fund (Anti-Tuberculosis) is to fight tuberculosis 
in India by organising committees in the 
various parts of India with a view to educate 
the people about the causes and preventive 
measures against tuberculosis and to create a 
public conscience so that efforts may be made in 
all directions to fight the disease, and during the 
year under report eight new committees have 
been ° organised in Ajmer-Merwara, Assam, 
Bangalore, Bih< ar & Orissa, Hyderabad, Mysore, 
Sind and United Provinces. 


These Provincial Anti-Tuberculosis Commi- 
ttees are carrying out an intensive propaganda 
campaign by free distributing leaflets, pamph- 
lets, charts and by lectures and demonstration. 
Some of them are also carrying out very useful 
schemes which have a great bearing on the 
problems of tuberculosis in India. 


An educational film on tuberculosis has been 
prepared by the Fund with titles in English, 
Hindi and Urdu. 


Lt. Col. Sir HASSAN SUHRAWARDY has presen- 
ted a‘trophy to be awarded to the Municipal 
Corporation showing the best results in anti- 
tuber-culosis work during a year. Rules for 
competition will be published shortly. 


In addition to giving grants to various 
Provincial Committees, grants are given to some 
medical institutions to enable them to provide 
facilities for training of tuberculosis workers. 


The Provincial Committee of Madras is 
specially mentioned in the report for the excel- 
lent work done during the year. Radio talks 
on tuberculosis have been a special feature of 
the propaganda work in Madras City. As a 
result of the efforts made by the Anti-Tubercu- 
losis Committee town-planning schemes have 
been undertaken by the Municipal Committee 
of Ajmer. In Bombay an intensive propaganda 
had been started in the districts and two medical 
men, one knowing Gujerati and the other 
knowing Maharatti have been appointed to 
undertake lecture tours in Northern and Sou- 
thern Presidency. The Sub-Committee of the 
Central Provinces arranged a course of six 
lectures on tuberculosis illustrated with dia- 
grams and lantern slides by Dr. Drxir at the 
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Mayo Hospital Clinical Theatre. Many hand 
bills, paper posters and tin posters in English, 
Urdu and Hindi were prepared and distributed 
through various agencies including school 
children by the Delhi Committee. In Punjab a 
Tuberculosis Dispensary has been set up in 
connection with the survey to form a nucleus 
work. The Sub- Committee of U. P. arranged 
a special series of demonstrations to purdah 
ladies in different quarters of Lucknow City 
through the help of a lady trained as a nurse. 
In Bengal propaganda work against tubercu- 
losis has been started in the mofussil areas 
through trained Health Visitors. 


King Edward VII Tuberculosis Sanatorium, Bhowali. 


Report for Season ending December, 1932. 


During the period the Sanatorium was open, 
all the available accommodation was not only 
fully occupied but there was a fairly long 
waiting list, specially for lower class accommo- 
dation. 


The finances of the institution have been 
very satisfactory, due partly to the fact that the 
Government has not curtailed the grant-in-aid 
to the Sanatorium, but mainly to the fees being 
enhanced in 1930, on the recommendations of 
a sub-committee. During recent years, the 
increase in the number of paying beds and the 
enhancement of fees have led to a marked in- 
crease in the income and enabled the Sana- 
torium authorities to employ a second assistant 
and to introduce improvements in several 
directions. 


U. P. Mental Hospital. 


The triennial report, 1930-32 


In all 1501 patients were admitted as compa- 
red with 1569 in the previous triennium. Of 
these 1095 were Hindus, 368 Muhammadans and 
38 Indian Christians. Of the 1501 patients, 52 were 
men and 250 women. Over a thousand of the 
patients were between the ages of 20 and 40 
years. The districts which supplied the largest 
number of patients during this period were 
those of Agra, Bareilly, Delhi, Sharanpur, Bijnor 
Allahabad, Lucknow and Etah. 


The expenditure during the three years 
under review showed a_ decrease of about 
Rs. 47,000 as compared with the previous trien- 
nium while the receipts from paying patients 
increased by about Rs. 20,000. 


The question of accommodating at the Agra 
Mental Hospital of some or all of the pauper 
class of incurable Anglo-Indian and European 
patients now at the Ranchi European Mental 
Hospital is under consideration. 








Sialkot Branch 


Report for 1932 


Started on 31st January 1932, the Branch had 
on its roll 22 members with Dr. C L. Sahni, 
Medical Officer of Health, as President, Dr. H. 
R. Nischel as Secretary and Dr. Attach Chand 
as Treasurer and an Executive Committee of 
7 members. 


During the year under report 8 General and 
4 Executive Committee Meetings were held. 


Of the various activities of the Branch, 
mention might be made of : 


(1) Practical demonstration of Ultra Violet 
Ray by Captain D. M. Suchdeva. 


(2) Annual Dinner of the Association on 
16th July. 


(3) Tea party given by Rai Bahadur Dr. 
Lachman Dass, one of the leading 
Members of the Association. 


(4) Initiation of enquiries with a view to 
stop the unqualified Medical Practi- 
tioners carrying on their profession 
in the town. 


The Branch has to suffered great loss by 
the death of its two leading members, Dr. Fazal 
Tlahi and Dr. Suk Raj Dass during the year. 


The certified accounts for the year shows 
an income of Rs. 119 and an expenditure of 
Rs. 72-9-9, leaving a balance of Rs. 46-6-3 which 
has been carried over to the next year’s 
accounts. 


The Jubbulpore Medical Association. 
Report for 1932. 


During the year under report 5 new members 
joined the Association and 3 members resigned 
or their names were otherwise removed from 
the register. The total number on roll on 31st 
December 1932 was 16. Many members of the 
profession in Government service wished to 
join the Association but the Government of 
this Province would not permit them. 


During the year under report 6 meetings 
were held. 


The following periodicals were subscribed 
to by the Association during the year : 


1. The Indian Medical Gazette. 
2. The International Medical Digest. 


Association Notes 


Owing to some unforeseen items of expen- 
diture and big amounts of arrears remaining 
outstanding against most of the members, no 
books could be purchased for the library during 
the year. 


This Association was not only represented 
by Dr. G. Da’Silva, the Vice-President of the 
Association, in the deputations arranged by 
the Central Body in connection with India’s 
Medical Council Bill at the two all India 
Medical Conferences held, one at Calcutta, in 
March 1932 and the other at Lucknow in 
December 1932, but carried out the propaganda 


continuously and tried to impose on the Pro- 
vincial Members of the Assembly, the justness 
of the views of the medical profession. 


The year opened with an opening balance 
of Rs. 183-3-8. and closed with a balance of 
Rs. 89-2-9. 


The Benares Medical Association, the 12th Annual 
Report 1932. 


Total number of members at the end of the 
year was 57. 


Besides the Annual meeting, Board meetings 
and the meetings of several sub-committes 
there were six clinical meetings, twelve Council 
meetings and two Social evenings during 
the year under review. 


The year started with Rs. 1880/3/11. The 
income and expenditure during the year amoun- 
ted to Rs. 984/12/10 and Rs. 897/10/9 res- 
pectively, thus leaving a balance of Rs. 1931/6/0 
at the close of the year. Rs. 40;- had to be 
written off for non-payment of subscription. 


The Library has made steady progress. as 


Number of books issued in 1932 es 108 
a periodicals a ‘ie 37 
. books presented ad 2 


Dr. P. RakuiT and Capt. S. K. CHOUDHURY 
presented one book each during the year. 


The Kala-Azar Dispensary did excellent 
work. The Benares Municipal Board has gran- 
ted a monthly conveyence allowance of Rs. 10/-, 
from December, 1932, to the present Medical 
Officer of the K. A. Dispensary. 


Total number of cases treated in 1932 were 
K. A. 26 and Filaria 24 of which 20, and 11 
respectively were cured. 


The office has been permanently removed 
from Sigra to Godowlia, which has given much 
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facility in work regarding the Compounder’s 
Training Class and thePublic Health lectures. 


Public Health lectures with lantern slides 
were two in number during the year. Four 
lectures were specially arranged for ladies 
who attended in very large niners. 


This year two Compounders have passed 
the Final Examination, one securing an 
appointment in the local Central Jail. 
There is a great rush for admission into the 
Compounder’s Class. About 20 compounders 
are receiving training. 


It is a regrettable fact that we are 
getting very ill-trained nurses for training. 
Major Narpu, the President of the 9th All 
India Medical Conference who graced the 
Association by his presence, strongly laid stress 
on the training of nurses. In Benares we feel 
much for want of good lady doctors, nurses and 
midwives and the public as well as the doctors 
suffer much for proper diagnosis and treatment 
of diseases peculiar to women. 


Comilla Medical Association 


Abstract proceedings of the Annual General 
Meeting of the Association held on the 31st 
January 1933 : 


The Secretary's Report and the Annual 
Accounts were read and adopted. 
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The report of the Association’s delegate to 
the Annual Conference of the Indian Medical 
Association was deliberated upon and accepted. 


It was resolved that the Comilla Medical 
Association would henceforth be a Branch 
Association of the Indian Medical Association 
and the negotiation would be carried on by the 
Secretary. 


It was resolved that the Annual minimum 
subscription would be Rs. 6/- per head, of which 
Rs. 3/- to be paid forthwith which would be 
sent to the Indian Medical Association in order 
to transform the Comilla Medical Association 
asa branch Association. The balance should 


be paid by monthly instalments or advance. 


The following Excutive Committee for the year 1933 
were elected : 


President Dr. P. S. PAUL, M. B., 


Vice President » H. M. Guna, tL. M. F., 
Secretaries : { » M. Das Gupta, B. Sc., m. 
» G. GANGULY, L. M. F. 


Treasurer : J. C. DEv Roy, B. Sc., 

S. Das Gupta, B. Sc., 

P. C. PAUL, M. B., 

I. B. Roy, M. B., 

S. P. SEN GUPTA, M. F. I.., T. M. 


Members : 


Dr. S. P. SEN Gupta was elected to repre- 
sent the Association at the Committee of the 
Bengal Provincial Branch. 





The Medical Profession in Bihar 
An Official View. 


Evtracts from the Triennial report on the working of Hospitals and 
Dispensaries in Bihar & Orissa ( 1929-1931 ) 
By Lr. Cor. Cook. 
Inspector-General, Civil Hospitals. 


Medical education in the province has continued with 
the same machine-like uniformity as characterized its acti- 
vities in the previous years. 


_ The two medical schools are turning out about 65 
licentiates annually and the medical college about 20 
graduates. 


It has been stated that this province is unable to absorb 
more than 85 new medical practitioners annually, but it is 
doubtful whether the figure has not been placed too high. 


The difficulty of newly qualified practitioners in finding 
employment is already becoming acute; the number of 
applications received for vacancies in Government service 


is an indication of the trend of events and it is a matter for 
consideration as to the extent the administration is con- 
cerned with the overcrowding of the profession. 

This statement of overcrowding requires examination. 
If counting heads was the only consideration, then the 
proportion of medical men to population is not excessive 
and no overcrowding is apparent. 


But whereas in a country like England the proportion of 
medical men to population may be placed in the round 
figures at one in 1,000 yet such a comparison is useless for 
this country. The mass of the people live in villages and 
the average wealth of the INHABITANTS is not such as_ to 
guarantee a living wage to any qualified medical officer 
settling down in such a community; the result is that the 
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medical practitioners are compelled to flock to the larger 
towns and it is in these large towns that the evidence of 
overcrowding is so apparent. 


This overcrowding is without doubt leading to a lower 
ethical standard amongst medical practitioners and although 
this may be considered as inevitable, the administration 
will be forced eventually to face this question and as it is 
a difficult one, not to dodge it, but to overcome it. The 
argument that it is not yet so acute that it calls for any 
drastic measures is putting off the evil day and it is for 
consideration whether action post hoe or propter hoc is the 
best policy. The position, as I see it, is as follows :— 





(1) Young men are being educated in larger numbers 
every year and it is inevitable therefore that a 
large proportion of these masses will join the 
medical profession as one of the outlets for an 
educated man. 

(2) The limitation of entries into the medical schools 
or college of the province will not solve the pro- 
blem so long as the medical men from other 
provinces are allowed to settle down here and 
practise with only the Medical Registration fee 
to pay. 

(3) The protection of the qualified man from quacks, 
charlatans and other species of that ilk that infest 
both large towns and the country villages is a 
matter which, however, should receive careful 
consideration and is one which not only affects the 
qualified medical practitioners but the general 
public also. Just as the agitation has commenced 
to protect the public in this country from quack 
medicines so it is time for agitation to commence 
with the bonafides of not only the ammunition but 
the gun that fires the ammunition, and. that is of 
greater importe ance. 

(4) The steady increase in the numbers of lady doctors 
which will inevitably take place, further com- 
plicates this question and is one that will affect 
this country with its customs and prejudices much 
more than in other countries. 

Provided that some stout-hearted legislators are forth- 
coming to deal with points (2) and (3) the natural corollary 
will follow that if medical men only of this province are to be 
available to the general public, the standard of medical 
education must be maintained at a high level and the 
education of women graduates in addition to licentiates 
must receive more attention than it is receiving at present. 
The question of the standard of medical education in this 
province is one of importance and bristles with difficulties. 

As I have stated above there is an obligation on the 
administration to maintain a recognised standard 
of efficiency amongst the medical men who will eventually 
be called upon to take charge of dispensaries in the pro- 
vince and it is now recognized that the standard of licenti- 
ates is being criticised on account of unfavourable com- 
parison with the “— ising number of graduates that are 
being turned out. ¢ lice ntiate is in the position of having 
been given a token oe efficiency in allopathic medicine and 
is now being relegated to an inferior position, and this feel- 
ing has been accentuated re cently by the contemplated 
constitution of Medical Council for Indians in which the 
licentiate goes unrecognized. 


That the standard for licentiates calls for reform admits 
of no argument when one considers the conditions of 
training. 

The standard of preliminary education required is not a 
high one and his knowledge of English in which language 
he is supposed to study during the curriculum is not of a 
sufficiently high standard to enable him to read and under- 
stand with any facility his text-hooks. He is therefore h< andi- 
capped from the commencement, but when it is considered 
that the curriculum extends over four years in which time 
he is overwhelmed with collateral subjects, the result of 
medical progress, one is not surprised that the average 
licentiate has only a superficial knowledge of his profession 
judged by modern allopathic standards. 
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At the last meeting of the Medical Examination Board 
for this province a special committee were asked to report 
on this important question and their report is being awaited. 


The importance of raising the standard of the sub-assis- 
tant surgeon is intimately related to what has been said with 
regard to overcrowding of the medical profession. 


If graduates are finding a difficulty in obtaining employ- 
ment after qualification, it is not difficult to visualize that 
in the future the out-patient dispensary may receive some 
of the surplus stock of these graduates at the expense of the 
licentiates. The course of events will follow the laws of 
supply and demand and when the supply exceeds the de- 
mand, the price of the commodity will be lowered, and the 
district boards and local bodies will naturally prefer to ob- 
tain the services of a cheap: but efficient assistant surgeon 
rather than a cheap but mediocre licentiate, and this obvi- 
ously will be to the benefit of all concerned. 


What then is to be the position of the licentiate ? Is that 
body of very useful citizens who were the pioneers of 
scientific medicine in this country to be crowded out by a 
better qualified man, or is that cadre to be raised from its 
present standard to a position where it can still compete and 
hold its own with the average practitioner? We must take 
it for granted that the first recommendation to be made to 
raise the standard of the licentiate will be to prolong the 
curriculum by another year to five years, will bring it into 
line with the curriculum required by graduates but will 
ipso facto increase the cost of training. The fact that at 
present the poorer classes can obtain a licentiate degree in 
allopathic medicine is one that is all important, and where- 
as want of funds may debar many deserving students from 
qualifying asa graduate, this is perhaps subsidiary to the 
lack of the higher standard of preliminary education 
which is necessary for a graduate. and which higher stan- 
dard the parents have not been able to afford. It would 
appear then that if riches are not to impede _ the aspirations 
of the poor student in obtaining a qualification in allopathic 
medicine, the obligation to maintain the licentiate isa real 
one ; but as stated above there is on the other hand the obli- 
gation on the administration, that if the licentiate is to be 
retained, he should be of such a standard of efficiency that he 


-should be able to maintain the good name and repute of 


scientific medicine, 

Moreover, if it is admitted that qualification in the medi- 
cal profession is not the end but the means to the end 
and after qualification as the licentiate has equal opportuni- 
ties with the graduate to make good, the policy of retaining 
the licentiate is justified. 





In a resolution on the subject the local Government state 
that registered medical practitioners increased during the 
petiod under review from 1,921 to 2,217 i. e. by 15 per cent 
and about 65 licentiantes and 20 graduates are being turned 
out every year from the medical schools and local college. 
It will be impracticable for Government and local autho- 
rities to absorb this number and competition from unregis- 
tered practitioners greatly increase the difficulty experien- 
ced by qualified practitioners in obtaining a liv elihood from 
private practice. 


The resolution continues: “The provincial Government 
of the future will probably, as the Inspector-General sug- 
gests, have to consider seriously whether measures are re- 
quired to protect registered ‘Behari medical practitioners 
both from registered practitioners coming in from outside 
and from unregistered practitioners of indigenous system. 
Meanwhile Government agree with the Inspector- General 
that there is a real danger of the lowering of the ethical 
standard among medical men. These are all problems 
with which an Indian Medical Council will have to deal, and 
until it has been created and the impending political re- 
forms are introduced, and until money is available it is diffi- 
cult to see what can be done. But it is at least fairly clear 
that no immediate increase in the admissions to the medical: 
schools and medical college would be justified. 








Current Medical Literature 


MEDICINE 
Observations on Addisin in Diseases of the Blood 


R. S. Morris, M. L. Ric, et al. ( Annals Int. 
Med. Vol. 6, No. 12, 1535, June, 1933 ) observe as 
a result of their haematological studies that 


(1) The normal stomach in man, swine, 
dogs and cattle secretes a haemopoietic sub- 
stance which is a physiological hormone ( named 
by authors as Addisin ) but not an enzyme. 
It is probably identical with the “intrinsic 
factor” of CASTLE. 


(2) Addisin may be obtained in an active 
form for intramuscular injection by (a ) concen- 
tration in vacuo or by dialysis ( b) esterifica- 
tion of the concentrate obtained by either 
of the two preceding methods. 


A preparation for intravenous use has not 
yet been obtained. 


(3) Ithas been found thata single large 
dose of addisin is more effective in causing a 
remission in pernicious anaemia than repeated 
small doses. ‘The best results, as judged by 
height and duration of reticulocytosis and 
blood crises and by maturation of the erythro- 
cytes have followed the single injection of 30-60 
units of an active preparation of addisin. 


(4) ‘Thereis evidence to suggest that the 
cause of erythraemia may be a hypersecretion 
of addisin or hyper-susceptibility of the bone- 
marrow to stimulation by it. 


(5) The results of treatment of acholuric 
jaundice with addisin are encouraging enough 
to warrant further trial. The possibility of 
establishing normal maturation of the red cells 
is suggested. 


(6) Ina patient with agranulocytic angina, 
the leucocytic reaction and clinical improve- 
ment have been remarkably prompt. It is possi- 
ble that addisin may play a curative role in 
this disease. 


J. C. B. 
Blood cholesterol in Thyroid Disease 


HvurzTHALt, L. M.(Arcu. Int. Med. 51:22, 1933. 
Ref. Jour. Lab. Clin. Med. Vol. XVIII 9: 1933 ) 
reports that the blood cholesterol during fasting 
was determined as a routine in 505 cases of 
thyroid disease, along with the pulse, the weight 
and the basal metabolic rate. 


10 


The lowest average values for blood choles- 
terol are found in patients in or near thyroid 
crises. 


Auricular fibrillation in toxic goitre is asso- 
ciated with the next lowest average level of 


cholesterol. 


The average cholesterol value in all types 
of exophthalmic goitre is lower than in toxic 
adenomatous goitre. 


Recurrent hyperthyroidism is associated 
with cholesterol values that are almost as low 
as those in exophthalmic goitre. 


The average cholesterol value in non-toxic 
goitre is normal, although the scatter is wider 
than expected. Age appears to raise the blood 
cholesterol in these cases. Chronic thyroiditis is 
associated with higher av verage values than in 
any other thyroid disease except myxoedema. 


The level of the blood cholesterol and the 
basal metabolic rate bear a reciprocal relation- 
ship when judged by average values. 


J. N. D. 


The Influence of the the Endocrine System in 
Blood Disorders 


D. Huss ( The Lancet, 11, 113, July, 1933 ) 
reviews the clinical and experimental evidence 
relating to the effect of the thyroid, the cortex 
of the adrenals and the anterior lobe of the 
pituitary on haemopoiesis and summarise as 
follows : 


1. The thyroid hormone stimulates the produc- 
tion of red cells and lymphocytes and depress- 
es the output of granulocytes; the adrenal 
cortical hormones stimulate the production of 
granulocytes and possibly also of red cells; 
while the basophil cells of the anterior lobe of 
the pituitary stimulate all types of circulating 
cells, giving rise to a clinical picture of polycy- 
thaemia. It is possible that the anterior pitui- 
tary produces this leucopoietic result indirectly 
through the thyroid and the adrenal cortex. 


2. A primary disorder of the endocrine 
system is probably the dominant aetiological 
factor in hyperplasias and hypoplasias of the 
circulating blood cells. 


3. The clinical parallelism between exoph- 
thalmic goitre and chronic lymphatic leukaemia 
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is clearly demonstrated by the response of the 
basal metabolic rate, the pulse rate, and the 
cell count in lymphatic leukaemia to treatment 
with LUGOL’s iodine as FRIEDGOOD has shown. 
It is concluded that the cause of lymphatic 
leukaemia is a primary dysfunction of the 
thyroid gland. 


4. Iti is suggested that an excess of adrenal 
hormone i is responsible for myelogenous leukae- 
mia, that an excess of the pituitary basophilic 
hormone leads to polycythaemia vera, while a 
deficiency of the former may be responsible for 
agranulocytic angina and a deficiency of the 
latter hormone, for aplastic anaemia. 


J.C. B. 


Tuberculin and the Schilling differentinal Blood 
Count in the Diagnosis and Classification 
of the Tuberculosis 


BREDECK (J. F. Am. Rev. Tuber. 27: 377, 
1933. Ref. Jour Lab. Clin. Med. Vol, XVIII 9: 
970. 1933 ) from a study of the two reactions in a 
series of 305 cases, draws the following conclu- 
sions : 


|. ‘The interpretation of the clinileal impor- 
tance of the subcutaneous tuberculin test can 
best be judged by the SCHILLING blood differen- 
tial count. 


4 


2. The SCHILLING count is a more accurate 
measure of induced focal reactions than are 
fever, general tuberculin reactions, physical 
signs, or x-ray. 


3. A classification of the various stages of 
activity as well as those of healing can best be 
made by the SCHILLING count together with the 
subcutaneous tuberculin test. 


4. The subcutaneous turbcrculin test to- 
gether with the SCHILLING count is the most 
delicate and most accurate method in the diag- 
nosis of early manifest and induced focal activity. 


On the basis of his findings, the validity of 
the author’s classification originally proposed 
in 1929 is reaffirmed : 


“Active Tuberculosis’—A patient who has a 
degenerative neutrophilic shift to the left with 
the SCHILLING blood differential, due to tubercu- 
lous infection, with a further shift to the left of 
the neutrophilic leukocytes or a drop in the 
lymphocytes following 10 mg. or less of old 
tuberculin. 


“Potentially active Tuberculosis”—A patient 
who has a normal or a degenerative neutrophilic 
shift in the ScHILLING differential, of doubtful 
origin, and who has an increased degenerative 


neutrophilic shift or a drop in lymphocytes 
following 10 mg. of old tuberculin. This is 
associated with a general tuberculin reaction 
with fever. 


“Apparently Healed”—A patient who has a 
normal or a degenerative neutrophilic shift in 
the SCHILLING blood differential of doubtful 
origin, and who has an increased degenerative 
neutrophilic shift or a drop in lymphocytes 
following 10 mg. orless of old tuberculin, not 
associated with a general tuberculin reaction 
with fever. 


“Healed Tuberculosis’,—A patient who has a 
normal or degenerative neutrophilic shift to the 
left in the SCHILLING blood differential of doubt- 
ful origin, and who fails to get any change in 
the SCHILLING blood differential following 10 
mg. of old tuberculin.. 

J.N.D. 


Anaemia—Thyroxin 


K. DAMBLE ( Klin. Wschr. No. 13, 1933, 
Ref. Ars Medici, No. 7, July, 1933 ) points out 
that the blood picture in GRAVES’ disease shows 
changes similar to those found in diseases 
characterised by an increased activity of the 
bone-marrow. Again animals that lack thyroid 
gland, show a lesser degree of blood regenera- 
tion than do normal animals. ‘Thus the thyroid 
gland hormone seems to have a stimulating 
effect on the formation of. erythrocytes. It is 
known that persons suffering from anaemia with 
deficient function of the thyroid gland often 
prove refractory to arsenic treatment but their 
blood picture improves after the administration 
of small quantities of thyroid extract. The 
writer reports on a number of patients suffering 
from pernicious anaemia who, either at the 
beginning of the treatment or in its further 
course, failed to react to liver, iron or arsenic 
alone whereas a rapid improvement was seen on 
the administration, at the same time, of 1-2 mg. 
thyroxin intravenously daily for 3-10 days. 
The addition of thyroxin to the usual therapeu- 
tic methods in various primary or secondary 
anaemias has proved valuable. For the effec- 
tive working of thyroxin, it is necessary that 
the bone-marrow must be capable of regenera- 
tion. Hence successful results can scarcely be 
expected in cases of advanced leukaemia or of 
carcinosis. 

J C.B. 


Value of the Schilling Haemogram in Infections 


A. A. EISENBERG and H. S. Nemens (Amer. 
Jour. Surg. Vol. XXI, No. 1, 56, July, 1933) 
as a result of their haematological studies in a 
series of 3500 cases summarise their observations 
as follows : 
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(1) The ScHILLING count which consists in a 
study of the immature, non-segmented neutro- 
philes (the “band” or “staff” cells), in conjunc- 
tion with a study of the total leucocytic count, 
the number of the mature, segmented neutro- 
philes, is of invaluable help in the recognition 
of the exact haematological reaction to an 
infective process. 


(2) By infection, the authors mean, not only 
diseases caused by bacteriae and their toxins, 
but also all pathological conditions where there 
is abnormal absorption of breaking-down pro- 
ducts of proteins, e. g. intestinal obstruction, 
degenerated utrine myomata, ulcerating 
malignant neoplasms, ete. 


(3) In many deep-seated infections, central 
pneumonia, deeply -buried retrocaecal appendici- 
tis, etc., a steady rise of the band cells, regard- 
less of whether the total leucoeytie count and 
the total neutrophile count rise or not, points to 
the progressive nature of infection, pus forma- 
tion and if post-operative, to unfavourable 
termination. 


(4) Ifband cells rise during an apparently 
uneventful convalescence from a medical or 
surgical disease,a complication or recrudescence 
is present, regardless of the clinical appearance, 
since the latter may be delayed hours or days, 
such as an abscess formation following an opera- 
tion, empyema following pneumonia, or an acute 
exacerbation of a chronic mastoid. When such 
a rise in the band cells is accompanied by a fall 
of the total leucocytic or neutrophilic count, or 
both, the prognosis is very unfavourable. 


‘5) In specially severe infections there 
appear leucocytes more embryonic than band 
cells, viz. metamyelocytes, myelocytes and 
even myeloblasts. 


(6) The return of the eosinophiles which, 
as a rule, disappear with the onset of infections, 
is always a most favourable sign, particularly 
in pneumonia which is never followed by empy- 
ema after a metacritical reappearance of the 
eosinophiles. 


(7) As long as the band cells are under 15 
per cent, the infection is not suppurative, and if 
they are over 20 per cent, there is almest always 
pus formation or very grave intoxication as in 
intestinal obstruction, degenerating uterine 
myomata, etc. 


(8) Itis especially important to remember 
that noone count indicates a hopeless prog- 
nosis ; patients with band cells as high as 60 
per cent may recover; whereas others with a 
band cell count of 30 per cent may die. It is 
the progressive rise of the band cells that 
spells the patient’s doom, regardless of the 
clinical picture. 


CURRENT MEDICAL LITERATURE 509 


(9) Finally in very young children, the 
blood count requires a particularly careful ob- 
server, since the blood forming apparatus in 
them is much less stable than in adults. o 

J. C. B. 


Reticulocytes in Malaria 


BENHAMOU ( Bull. Soc. Path. Exot. Vol. 28. 
No. 3 426, Ref. Trop. Dis. Bull. Vol. 30 7: 488) 
reports that the normal percentage of reticulo- 
cytes is between 0'5 to 15. The number is 
increased in malaria due to response of bone 
marrow to the destruction of blood frequently 
seen. In one case with a count of only 1,300,000 
red cells, there were 19 per cent of reticulocytes. 


On the Advantage of Alternating the Vegetable and 
Metallic Diuretics in the Treatment of 
Congestive heart failure. 


G. HERMANN, E. H. Scuwas, C. T. STONE 
and W.L. MARR ( Jour. Lab. Clin. Med. Vol. XVII 
9: 902, 1933) suggest that purines increased 
glomerular filtration and the heavy metals 
decreased tubular reabsorption. These mechani- 
sms canbe very wellcombined by the simultane- 
ous administration of the two types of diuretics 
which yielded better results than each admini- 
stered alone in cases of congestive heart failure 
with oedema. 


The purines and heavy metal diuretics can 
be combined when either of the drugs used 
alone in maximum dose has been ineffectual, 
and greatest possible diuresis is obtained in the 
shortest interval of time and with smaller and 
absolutely harmless doses. 

J.N.D. 


Hypoproteinaemia 


E. Moscucowrtrz ( Jour. Amer. Med. Assoc. 
No. 14, 1086, April, 1933) as a result of his 
observations concludes that 


(1) Hypoproteinaemia is common to many 
disorders and may result from 


(a) loss of protein by 
(i) the kidneys (nephrotic type) 
(ii) diarrhoeas of alimentary tract 
(iii) anasarca 
(iv) loss of blood. 


(b) Deficient formation or destruction of 
“wre proteins as in pernicious anaemia. 


c) Insufficient intake of protein as in con- 
PP previously known as war oedema, famine 
oedema, hunger oedema, prison oedema and the 
oedema associated with cachexia. 
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Hypoproteinaemia produces the syndrome 
of “nephrosis” viz. oedema, inversion of the 
albumin-globulin ratio, lipaemia, and usually a 
lowered basal metabolism. The term “nephro- 
sis” should be relegated to those forms of hypo- 
proteinaemia that are exclusively renal in ori- 
gin. “Nephrosis” can not be classified as a 
disease because it has multiform back-grounds 
in morbid anatomy. ‘The fundamental cause of 
the oedema is hypoproteinaemia and consequent 
reduction in the osmotic pressure of the serum 
protein. The appearance and intensity of the 
oedema parallel the reduction of the albumin 
fraction rather than the total plasma protein 
because the albumin has a much higher osmotic 
tension than the globulin and the fibrinogen, 
the other important protein components of 
the blood plasma. The circulating electrolytes 
have an important influence in modifying the 
oedema associated with hypoproteinaemia. 
There is strong evidence that the sodium ion 
and not the chloride ion that tends to agegra- 
vate the pre-existing oedema. Calcium and 
potassium seem to have the opposite effect. 


In oedemas of cardiac origin capillary per- 
meability plays the essential role. Hypopro- 
teinaemia is not the etiological factor in such 
cases except in certain instances of malnutri- 
tion. 


J.C.B. 


Primary Carcinoma of Liver 


kK. J. SmirnH (Jour. Lab. Clin Med. Vol. 
XVIII 9: 915, 1933 ) concludes froma review of 
the literature that primary carcinoma of the 
liver is less rare than it has generally been 
believed. It showed an incidence of 0.56 per 
cent of all necropsies done at the Cook Coun- 
try and Research Educational Hospitals and 
4.9 per cent of all malignant tumours. Rela- 
tively few cases of cirrhosis of the liver asso- 
ciated with primary hepatic carcinoma were 
found in his series of 25 cases and suggests that 
it is not as important a predisposing factor as 
has been previously reported. The author 
suggests from the evidence that malformations 
and developmental errors be sought for and 
studied that have previously gone unrecog- 


nised. 
J. N. D. 


Primary Sarcoma of Heart 


J.J. Morris (Jour. Lab. Clin. Med. Vol. 
XVIII 9:935, 1933) reports that in the past de- 
cade, of 9000 cases brought to autopsy at 
Kings Country Hospital it is the only one pri- 
mary sarcoma of the heart. The tumour is a 
small round celled sarcoma, originating in the 
right auricle, which because of the apparent 


JOURNA! 
I, M.A. 


normal health of the deceased in almost fifteen 
years of his life, must have been insidous in 
onset, but after that a rapidly growing fatal 
neoplasm. 


AMATRAS in-1927 reports from the literature 
26 cases of sarcoma of the heart, 13 of which 
originated in the right auricle mostly in the 
auricular septum. 


J.N.D. 


A Study of Complement Fixation in Experimental 


Amoebiasis in Dogs 


C. F. Craic and E. Kacy ( Amer. Jour. Hyg. 
202 July, 1933) conclude from a study of comple- 
ment fixation in experimental amoebiasis in 
dogs that : 


(1) Complement fixing bodies are present 
in the blood serum of dogs experimentally infec- 
ted with E. histolytica and can be demonstrated 
when alcoholic extracts of cultures of this 
parasite are used as antigens. 


(2) Complement fixing bodies are not present 
in the blood serum of dogs free from infection 
with E. histolytica. 


(3) These complemeut fixing bodies may be 
demonstrated as early as three days and the 


_majority of the animals give the reaction within 


fifteen days. 


(4) The complement fixing bodies for E. 
histolytica disappear from the blood serum of 
experimentally infected dogs after recovery 
from the infection. 


J.N.D. 


Atebrin in Malaria 


W. J. May (South Afr. Med. Jour. Vol. 24: 
80, Ref. Trop. Dis. Bull. Vol. 30.7: 476. 1933 ) 
reports the result of atebrin treatment with a 
daily dose of 0.1 gm. of atebrin on 32 subter- 
tain ; 11 benig’n tertian, and 7 mixed infection 
cases for a period of 8 days. One patient who 
was suffering from subtertian died on the fourth 
day with parasites still present. In two other 
cases the temperature did not settle down 
quickly but in the remainder it came down in 
one or two days without subsequent rise. In 32 
cases which were followed up, there were 5 
relapses and the author thinks that larger doses 
would probably give better results. 

J.N.D. 
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SURGERY 
Protection of Peritonium against Infection 


B. STEINBERG and H.GoLpBLaTr(Surg. Gyn. 
and Obst. 15th July, 1933 ) present a method and 
a material for protection of the peritoneum 
against varied bacterial contamination during 
surgical operation. In 100 patients, from 12 to 
48 hours prior to surgical operation, an intraperi- 
toneal injection consisting of a suspension of 
B. Coli 200, 000, 000. per c. c. in 1 per cent gum 
tragacanth in physiological saline was given. 
The point of injection was in the middle line, 
a little below the umbilicus, urinary bladder 
having been emptied prior to injection. One- 
half hour prior to the intraperitoneal injection, 

1/6 to 1 grain of morphine sulphate was given 

and repeated at + hours intervals for 16 hours 
to control reaction of peritoneal irritation. 
A definite contraindication to the use of this 
method is an already dev eloped and _ clinically 
demonstrable general peritonitis. Of the 100 
patients treated, none developed acute perito- 
nitis. 


Experiments on animals give a clue that the 
material acts by evoking a poly-morphonuclear 
hyper-leucocytosis and a consequent rapid 
phagocytosis of living organisms. 


As an interesting illustration the following 
case is cited: A patient with an annular car- 


cinoma of the colon was protected 18 hours 
prior to the operation. During the operative 


procedure the bowel was torn and faeces escaped 
into the peritoneal civity. The patient did not 
develop peritonitis. The protective substance 
was administered in cases in which there was 
danger of peritoneal soiling : resection of intes- 
tine ( especially large lowel ), intestinal anasto- 
mosis, “interval” appendectomy, chronic pelvic 
conditions with adhesions requiring removal of 
pelvic organs. 
A.N.R. 


The Relation of the Hypophysis to the Growth of 
Malignant Tumours 


LrEo TT. SAMUELS, Howarp A. BALL, 
and WINEA Simpson (Amer. Jour. Cancer 
380. June, 1933,) record here their observa- 
tions on the rate of growth of trans- 
plantable tumours in hypophysectomized rats. 
They took two groups of animals, one for 
control and the other for the experiment. 
The first group consisted of 40 normal animals 
of which 12 were females. ‘The experimental 
group consisted of 34 hypophysectomized 
animals of which 10 were females. All animals 
were inoculated with mammary carcinoma 
transplantation. In the experimental group, 16 


11 
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of the 34 animals were inoculated four or more 
weeks following operation, the remaining 18 
were inoculated two and one-half weeks or less 
following operation. 


52% of the control developed tumours as 
against 9% of the experimental group. the 
control animals grew tumours from 38% of 
the grafts placed, whereas in the potent ea 
animals tumours developed from only 6% of the 
grafts. Noappreciable difference in the behavi- 
our of the tumour was detected in the two 
different sexes. 


The authors draw the conclusion that hypo- 
physectomized animals appear to be distinctly 
less likely to grow this tumour, when inoculated, 
than are normal animals. If the tumour grows 
it does so at a distinctly retarded rate. Sex of 
the host has no consistent bearing on the 
behaviour of the tumour either in normal or 
in hypophysectomized animals. e 

. M. 


OBSTETRICS AND GYNAECOLOGY 


Studies in the treatment of Puerperal Septicaemia 
and other blood stream infections with Metaphen 


J. B. BERASTINE (Amer. Jour. Obs. and Gyn. 
849, June, 1933) in a study over a period of 
several years, of many cases of various blood 
stream infections with intravenous use of meta- 
phen 1: 1000, report remarkably gratifying 
results in the majority of cases without any 
toxic effect or untoward reaction. 

He is of opinion that there is no bacteri- 
cidal agent which can be safely introduced into 
the blood stream in quantity sufficient to steri- 
lize it completely and he has found that admi- 
nistration of metaphen exercises a marked 
bacteriostatic effect, i.e. it inhibits the growth 
and activity of bacteria in the blood stream 
and there is no evidence of renal or gastrointes- 
tinal irritation, frequently observed with intra- 
venous mercurial dye therapy. The treatment 
should be instituted at the first suspicion of 
septicaemia without waiting for the results 
of the culture and supports the view of 
KILDUFFE who says that greater weight should 
be placed on the bacteriostatic properties of 
drugs intended to combat septicaemia ; for it is 
doubtful whether a bactericidal agent can be 
found of such low toxicity that a qué antity 
sufficient to destroy all the micro-organisms 
present could be safely introduced into the 
blood stream. 

A. N. R. 


Etiology of Prolapse 


ERWIN VON GRAFF (Amer. Jour. Obs. and 
Gyn. 800) June, 1933, is of opinion that “birth 
trauma” and movable retroflexion of the uterus 
do not alone determine the development of 
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prolapse, they may be initiating factors but 
development of prolapse is primarily dependent 
upon the individual constitutional disposition 
7.e. upon the functional efficiency or inefficiency 
of the mesodermal structure, such as connective 

tissue, fascia and muscle. A group of women 
designated as the “Asthenico-ptotic” type is 
described, who have characteristics of conge- 
nital weakness and looseness of the mesodermal 
tissues and are likely to pay for motherhood 
with procidentia. ‘Their shoulders are sloping, 
the thorax flat, the ribs join the vertebrae at 
acute angles, the abdominal wall is lax and 
protrudes below the umbilicus being unable to 
resist the pressure of the entero- ptotic viscera. 
The facial expression is often shy, anxious and 
mournful, while the psychic condition is charac- 
terised by “lack of pep,” self-control and lability, 
with sudden changes of temper from unnatural 
vivacity to melancholia. His conception is 
supported by statistics gathered from eight 
hundred women including twenty six  nulli- 
parous cases suffering from prolapse. Consi- 
deration of constitutional variations may, especi- 
ally in the pre-and post-natal periods, enable 
one to recognise in advance these women who 
are more endangered by pregnancy and parturi- 
tion, and who therefore require more than the 
ordinary care. Besides the “Asthenico-ptotic” 
type of women not fit to conceive, other varie- 

ties are described who fall in the same category. 


A.N. R. 





Dysfunctional Uterine Bleeding 


SMITH and Rock (Surg. Gyn. & Obst. 100, July, 
1933 ) present the result of employment of ex- 
trates of urine of pregnant women in the treat- 
ment of uterine bleeding of dysfunctional ori- 
gin. The report covers a total of 56 cases of 
which 24 had menorrhagia of 2 months to 10 
years’ duration and 36 had metrorrhagia of 
9 days’ to 24 years duration. Antuitrin S. an 
extract of the urine of pregnant women, was 
administered and the following results are re- 
ported: cured 28, benefitted 22; unrelieved 
6. The dose varied from 2 to 9 injections of 2 to 
10¢. Cc. at time over a period of 2 to 25 days. 
The cessation of bleeding accompanied treat- 
ment so often and in many cases so rapidly as 
to leave little doubt about the specificity of the 
hormone, especially considering the variable 
potency of the preparations supplied. 


The chief obstacle to its administration has 
been a reaction, of more or less severity, in the 
form of chills, headache, fainting, nausea, vomi- 
ting and fever which have occurred within 12 
hours following injection. This has followed 
in 21 per cent of the 412 injectious given. A litte 
local soreness is also complained of. 


A.N. R. 
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The Pupillary Test for the Diagnosis of Pregnancy 


Z. BeRcovitz (Amer. Jour. Obst. and Gyn. 
882 June, 1933 ) has made a study of the diagno- 
sis of pregnancy by, the simple technique of ins- 
tilling the patients’ blood into her own conjunc- 
tival sac and noting a positive reaction in the 
form of alteration in the size of the pupil. His 
presentation is based on the pupillay rections 
of 382 pregnant women, non-pregnant women 
and men. 128 non-pregnant women and 16 
men of a group of 144 showed no_ positive 
pupillary rection. In 183 patients the diagno- 
sis of pregnancy by positive pupillary reaction 
was confirmed by subsequent events: 41 post- 
partum cases were observed and negative reac- 
tion followed. In the series collected by Drs. 
Wooprow and BERCOVITZ, many of the patients 
were under treatment for syphilis but this did 
not seem to alter the reliability of the test nor 
eventuate in eye injury. 

A.N. R. 


RADIOLOGY AND ELECTRO THERAPEUTICS 


Radium Treatment of Cancer of the Larynx 


S. de NastAs, (Bull. de 1’ Assoc. france: 21: 27- 
36, 1932. Ref. The Amer Jour Cancer, XVII, 
211, 1933 ). formulates four rules for the 
treatment of laryngeal carcinoma: (1) the 
tumour should be radiated from every direction ; 
(2) the tumour and its lymphatic territory 
must be simultaneously treated : (3) the radi- 
tion must be continuous and its total duration 
should be determined by the mitotie activity 
of the tumour; (4) it should be delivered 
to all parts of the tumour and its lymphatic 
territory radiation equivalent to two milligrams 
of radium element, each source being conveni- 
ently placed for this purpose and filtrated by 
2 mm. of platinum plus secondary filtration 
with black rubber and a proper thickness of 
wax. 


With cancer of the larynx it is easy to radi- 
ate the anterior and lateral parts of the tumour 
and its lymphatic drainage area by the radium- 
bearing wax collar and suitable quantities of 
properly placed radium. The chief danger 
lies in the damage to the laryngeal cartilages. 
There are two causes of failure : (1) the use of 
a dose of radiation sufficient to destroy the 
tumour at the risk of causing necrosis of the car- 
tilages ; (2) the reduction in the amount of ex- 
ternal radiation in order to avoid any injury to 
the cartilage, thus giving an _ insufficient 
dose. 


The problem can be solved by introducing a 
source of radiation into the pharynx of such 
strength and in such position as to supply the 
additional radiation necessary to destroy the 
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tumor. The treatment as outlined by the author 
is as follows : 


1. A moulded collar of Columbia paste is 
made to fit the neck so as to surround it from 
one mastoid process to the other and from chin 
to clavicle. This collar is 1.5 em. thick and 
bears on its external surface tubes containing 
10 mg. of radium element spaced 4 cm. apart. 
The number of tubes varies with the size of the 
area to be treated. 


2. Through the nose, a non metallic, flexible, 
black rubber sound is introduced which bears 
on its tip a container for four tubes each con- 
taining 2 mg. of radium element, filtered by 2 
mm of platinum. The applicator is placed be- 
hind the larynx and can be maintained in _ posi- 
tion indefinitely. 


The duration of the continuous treatment 
varies with the extent of the disease and the 
histology of the tumour, usually requiring from 
sixteen to twenty one days. If the lesion is fair- 
ly large a tracheotomy is usually performed 
before the radiation oedema develops. In small 
lesions a tracheotomy is not essential. 


G. M. 


PEDIATRICS 


Reentgenographic Studies of the Chests of Children 
during Measles 


J. L. Koun and H. Korransxky ( Amer. Jour. 
Dis. Child. Vol. 46, No. 1, 40, July, 1933) 
in a radiological study of 59 children between 
the ages of 1-10 years in various stages of 
measles, summarise their observations as 
follows : 


(1) Enlargement of the lymph nodes situa- 
ted in front and below the bifurcation of the 
trachea and occasionally of those in the posterior 
mediastinum was found in nearly every case. 
The maximum enlargement of the lymph nodes 
was seen most frequently during the height of 
the eruption. 


2) In11 cases of the series i.e. in about 
18. 6 per cent of cases there was evidence of 
pleural involvement as shown by the visibility 
of the interlobar fissures in the lateral position. 


(3) The enlarged lymph nodes were pre- 
sent irrespective of the presence or absence of 
radiological evidence of pulmonary infiltration. 
The size of the radiological opacities of the 
lymph nodes decreased even if the pneumonic 
process was progressive. 


(4) Shadows suggesting pulmonary infil- 
trations were found in 15 out of 23 patients 
under i year of age. 
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(5) Astudy of radiograms of the chest of 
cases receiving immune serum after exposure 


to measles suggests that children receiving 
immune serum soon after exposure to measles 
are less likely to have pulmonary infiltrations. 


(6) Evenin patients who had serum and 
who did not show pulmonary infiltrations, 
enlarged hilar shadows and increased intensity 
of the pulmonary markings were fouud. 


Lastly the authors emphasise that pulmonary 
infiltration, enlarged hilar shadows, increased 
intensity of the pulmonary markings and pleural 
changes were frequently present in mild as_ well 
as in severe cases. 

tem 


Effect of Tonsillectomy and Adenoidectomy on Immunity 
to Diphtheria 


A. ToppER and S. LEADER, (Amer. Jour. 
Dis. Child. 45. 733) examined 151 children, who 
showed positive Schick reaction before ton- 
sillectomy and found that six months after 
operation 123 (i. e. 81, 5% ) children showed 
a negative reaction. There is considerable 
clinical evidence that tonsillectomy favours the 
development of immunity to diphtheria. “That 
this development” say the authors ” is the result 
of a humoral rather than of a local mechanism 
seems to be unquestionable. It is probable that 
the development of immunity after tonsillec- 
tomy depends largely on the presence of diph- 
theria bacilli in the environment.” 

K. ©. C. 


Familial Macular Degeneration in Twins 


H. NEAME ( Proc. Roy. Soc. Med. 26, 1037, 
1933 ) reported two cases in twins aged 11 yrs. 
The vision of the children were reported to be 
defective on examination at school. The father 
46 yrs. old was so blind that he had to be led 
some years ago. His present condition is al- 
right, one sister has good sight. Both children 
were bright and intelligent and otherwise 
healthy. The vision was reduced to 3/60 with 
glasses. There was good binocular fixation. 
The maculae showed delicate pigment changes 
in the central area. 

K. C. ¢ 


The Present Status of Serotherapy in Diphtheria 


F. V. BARMANN ( Med. Klin. 1. 44, 87, 118, 
1933 ) differentiated between “pure” and_ so- 
called “invasive” diphtheria. In the latter type 
not only the diphtheria and streptococci play 
a role but also the specific toxins, which are not 
neutralised by diphtheria antitoxin. Foetor and 
greenish colour of the patch speak for mixed 
infection. As regards treatment, a dose of serum 
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higher than 20,000 units is not necessary and in 
mixed infections symbiosis serum ( mixture of 
diph. and streptococcus antitoxin ). Repeated 
serum administration is quite useless. In gener- 
al 4-10,000 units given intramuscularly are suff- 
cient. Intraperitoneal, intravenous, intrasinus 
methods are not usually adopted. Concentrated 
serum is also unnecessary. 
K.C.C 


Magnesium Sulphate in the Treatmcnt'of Angiospasm 

N. Pinis and M. B. KikEFr (The Lancet, 
1,577, ) found the intravenous administration 
of the 20% magnesium sulphate and glucose in 
doses of 5-10 c. c. quite useful in cases of inter- 
mittent migrane, acute oedema of the lungs 
and spasm of brain vessels. Immediately after 
the injection the patients feel an intensive heat 
over the body, Pulse rate is accelerated but 
blood pressure is unchanged. Spasms all over 
the body were relieved except in retinal vessels. 
Injections are given twice weekly. 

a... ©. 


Vitamin A Treatment in Childhood 


F. ErRBEN ( Deut. Med. Woch. 59. 944, 1933 ) 
treated 40 cases of infants and children, whose 
age varied from 3 months to 3 years with 
vitamin-A preparation “Vogan”. All of 
them were 1 to 6 kgm less than the standard 
weight and were suffering from relapsing 
catarrhal infections and rickets. The dose 
was five drops twice daily and the average 
duration was 27 days, the longest being 66 days. 
Seventeen of the 23 cases who did not show any 
increase in weight during a previous control 
period gained considerably in weight. The sus- 
ceptibility to infection was not less but the 
course was decidedly milder. In constitutional 
eczema there was no influence. 

sc Cc 


JOURNAL 
1.M.A. 


Treatment of Convulsions and Epilepsy in Infants and 
Children 


W. J. PEARSON ( Lancet, 1. 125, 1933 ) gives 
a summary of the modern methods of treatment 
of convulsion and epilepsy in childhood. To 
satisfy as to the genuineness of the condition, 
the following points mist be carefully investi- 
gated. 1.Is there any reflex irritation? 2. Has 
there been a sudden rise of temperature ? 3. Is 
rickets present? 4. Is there any evidence of 
injury or disease of the brain or meninges ? 
Only on excluding these causes the diagnosis 
can be established of infantile idiopathic con- 
vulsion or epilepsy. In controlling convulsion, 
reliance must be placed on chloroform, chloral 
(gr. iv at 6 month, gr. vi at 1 year and gr. viii at 
two years ; in ! oz. of water) per rectum. It may 
be given by mouth in a dose of gr. $ to the new- 
born. If they fail to control, morphia may be 
injected hypodermically: gr. 75 at 6 months 
gt. vy at | year and gr. y's at 2 years. In chro- 
nic cases bromides gr. iii three times a day to 
an infant, up to 12 years, gr. 15-20, at puberty 
which may be combined with arsenic or tinct 
belladonna. Luminal can be given as sodium 
luminal gr.4 a day. “An important question,” 
says the author, “is that of regime”. “It is not 
sufficient to ensure hygienic living, to insist on 
care of digestion and avoidance of constipation 
one must also impress the parents the necessity 
of intelligent management of the child. They 
must avoid, at all costs, the mistake of convey- 
ing a sense of isolation, of inferiority or of 
invalidism to the patient and while avoiding 
undue and unnatural excitement, the epileptic 
child must be provided with regular employ- 
ment and allowed to conzentrate on some defi- 
nite task, whether at home or at school.” 


K. C. C. 





